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Selected  School  Health  Mandated  Programs 


Much  of  this  newsletter  will  be  devoted  to  a 
summary  of  the  state-mandated  requirements  for 
school  health  programs  and  related  laws  because 
there  have  been  so  many  questions  concerning 
them.  It  is  important  to  emphasize  that  the  state 
mandates  form  one  component  of  a  comprehensive 
school  health  program,  albeit  an  important  one  for 
the  health  of  large  numbers  of  children.  Mandates 
governing  infectious  disease  control,  e.g., 
immunizations,  are  key  public  health  strategies  to 
ensure  that  the  necessary  disease  prevention 
safeguards  are  in  place  for  children  at  critical  times, 
such  as  school  entry.  Mandates  requiring  vision, 
hearing  and  postural  screening  are  designed  for 
early  detection  of  potential  problems,  before  they 
interfere  with  the  learning  process  and /or  result  in 
serious  medical  complications.  Mandates  requiring 
physical  examinations  at  scheduled  intervals  are 
aimed  at  ensuring  that  children  receive  a  health 
review  on  an  ongoing  basis— a  process  which 
assumes  even  greater  importance  when  more 
children  are  uninsured  and  denied  access  to 
ongoing  health  evaluations. 

Mandates  relating  to  school  health  are  found  in 
education  law,  public  health  law  and  other  laws  and 
regulations  such  as  those  applicable  to  professional 
practice,  e.g.,  the  Nurse  Practice  Act.  As  in  any 
legal  requirements,  they  are  subject  to  change 
through  the  legislative  process.  Changes  may  occur 
because  of  new  research,  changing  public  health 
needs  and /or  risks,  and  improved  understanding  of 
the  relationship  of  health  and  education.  Changes 


are  beginning  to  occur  after  a  lengthy  period  of 
limited  revisions  in  statutes  and  regulations 
governing  school  health.  Examples  include  the 
recent  requirement  for  lead  screening,  the 
requirement  for  a  measles  booster  at  entry  into  the 
seventh  grade,  and  the  amendment  to  the  statute 
governing  the  use  of  psychotropic  medications  in 
school  settings.  As  increasing  attention  at  all  levels 
of  society  is  being  focused  on  the  health  needs  of 
today's  youth,  these  may  be  just  the  beginning  of 
the  change  process.... 

Special  recognition  goes  to  the  school  nurses  who 
have  developed,  implemented  and  evaluated  the 
mandated  programs-including  the  follow-up  with 
parents  and  providers  to  ensure  that  the  child's 
health  needs  are  met  Despite  increasing  workloads 
and  the  time-consuming  nature  of  many  of  the 
requirements,  these  professionals  have  certainly  met 
the  intent  of  the  mandates.  Also,  recognition  goes 
to  school  physicians  who  have  performed  physical 
examinations  when  needed,  to  physical  education 
teachers  who  have  completed  initial  postural 
screenings,  to  trained  volunteers  and  health  aides 
who  have  assisted  the  school  nurses  in  certain  other 
screenings  and  to  teachers  and  administrators  who 
have  facilitated  the  implementation  of  the  programs. 

Thank  you. 

Anne  H.  Sheetz,  R.N.,  M.P.H.,  C.N. A. A. 
Director  of  School  Health 


"...early  detection  of  health  problems  or  needs  is  only  a  beginning  step  toiuard  improved  health;  the  ultimate 
outcome  depends  on  what  Imppens  after  the  actual  screening.  "  -  School  Nursing  -  A  Framework  (or 
Practice,  hy  Susan  S.  Wold,  (C.  V.  Mosby,  Co.  1981). 


MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH/BUREAU  OF  FAMILY  AND 
COMMUNITY  HEALTH/DIVISION  OF  PREVENTION:  YOUTH,  ADULT  AND  ELDER  HEALTH 


Guest  Contributor 


I've  been  told  the  mark  of  a  resilient  professional  is 
the  ability  to  adjust  to  new  demands  without  totally 
short-circuiting.  It  seems  as  if  this  may  be  the  year 
for  many  of  us  to  test  this  hypothesis!  The  1992-93 
school  year  brings  many  challenges  to  all  of  us,  and 
school  nurses  and  other  health  services  personnel 
are  no  exception.  Many  teachers  are  being  asked  to 
learn  how  to  identify  and  refer  students  with  health- 
related  problems,  and  a  growing  number  of  school 
nurses  can  be  found  in  classrooms  and  corridors,  as 
well  as  clinics  and  in  family  homes.  Part  of  the 
trick  of  maintaining  resiliency  is,  or  course,  knowing 
how  to  set  limits  and  part  is  picking  from  arf  array 
of  new  skills  to  learn  and  practice  with  an  eye 
towards  mastery.  We  are  fortunate  in 
Massachusetts  to  have  a  spectrum  of  opportunities 
for  professional  development  in  the  arena  of  school- 
based  health  service  delivery.  One  such  resource 
lies  in  the  Department  of  Education. 

This  is  the  second  year  of  the  Comprehensive 
Health  Education  and  Human  Services  (CHEHS) 
Training  Center,  housed  in  the  Bureau  of  Student 
Development  and  Health  in  the  Quincy  office  of  the 
Department  of  Education.  With  support  from  the 
Drug-Free  Schools,  Comprehensive  Health 
Education  and  Human  Services  and  HIV/ AIDS 
Education  Projects,  all  located  in  the  same  bureau, 
the  Training  Center  offers  free  or  low  cost  training, 
often  co-sponsored  with  other  agencies,  for  teachers, 
nurses,  and  other  school-based  personnel  in  needed 
areas  of  health  education  and  human  services.  As 
one  of  40  networked  centers  across  the  country,  we 
are  in  touch  with  the  latest  ways  to  increase 
competency  and  skills  of  school-based  health-related 
personnel.  Perhaps  you  were  one  of  the  1000 
educators  who  attended  a  training  event  last  year. 
A  calendar  of  events  is  published  free  of  charge 
twice  a  year.  To  receive  your  copy,  just  drop  me  a 
line  with  your  name  and  address. 

Another  new  role  nine  school  districts  will 
experience  is  that  of  "mentoring"  the  recipients  of  a 
new  round  of  CHEHS  grants.  Twenty-nine  first 
year  grantees  can  look  to  their  "buddies,"  schools 
that  previously  received  similar  funds,  for  support 
and  sound,  practical  advice  on  how  to  implement  a 
comprehensive  health  education  program.  An  early 
October  showcase  introduced  the  mentors  to  the 
conveners  of  the  first  year  grants.  For  more 
information  about  the  CHEHS  grants  and  mentors, 
contact  Nancy  Coville  (617)  770-7579. 

Last  spring  we  conducted  another  Youth  Risk 
Behavior  Survey  (YRBS)  to  determine  the  degree  to 
which  adolescents  in  Massachusetts  engage  in 
activities  that  put  them  at  risk  for  serious  problems. 
The  results,  while  similar  to  our  first  survey  data, 
have  some  eyeopening  surprises  which  we  will  be 
publishing  and  discussing  with  all  interested 
persons  in  January.   These  statistics  may  be  useful 


to  you  if  you  find  yourself  in  settings  with  your 
eyes  peeled  for  information  in  the  papers,  and  come 
to  one  of  our  trainings  on  how  to  interpret  and  use 
the  data,  to  be  held  through  the  Training  Center  in 
February. 

Another  great  resource  for  powerful  statements  in 
support  of  health  services  delivery  and  health 
education  is  a  report  published  by  the  Harvard 
School  Health  Education  Project.  "Creating  an 
Agenda  for  School-Based  Health  Promotion" 
summarizes  25  national  publications  and  provides 
an  eloquent  argument  for  the  necessity  of  all-too- 
often  under  recognized  work  you  do.  Call  (617) 
432-3936  for  more  information. 

You  may  be  interested  in  knowing  we  are  trying 
something  different  this  year  in  the  Drug- Free 
Schools  Program.  School  districts  can  apply  for  up 
to  S5000  in  a  competitive  grant  program  to  enhance 
their  alcohol  and  other  drug  prevention  efforts  in 
specific  ways.  If  you  have  been  after  your  school  to 
do  more  youth<entered  activities  such  as  student 
assistance  teams,  peer  programs,  identification  and 
referral  systems,  advisor/ advisee  programs,  conflict 
resolution /mediation  programs  or  mentoring 
programs  as  well  as  family  involvement  and  school 
restructuring,  you  may  be  able  to  help  bring  more 
funds  into  your  system  this  fall.  Contact  your  local 
Drug-Free  Schools  Coordinator  for  more  information 
on  this  Discretionary  Grant. 

We  are  also  offering  training  grants  through  the 
Commonwealth  Inservice  Institute  (CII)  for  learner- 
generated  trainings  at  the  local  level  in  health  and 
substance  abuse  prevention  areas.  This  is  one  of  the 
great  unsung  resources  in  our  agency,  and  we  want 
every  penny  from  this  fund  spent,  so  start  designing 
your  trainings  now!  For  more  information  on  how 
to  apply  to  CII,  call  Dot  Earle  at  (617)  770-7243. 

Finally,  I  invite  you  to  become  involved  in  a 
statewide  promotional  effort  to  support 
Comprehensive  School  Health  Education.  The 
Massachusetts  Division  of  the  American  Cancer 
Society  is  coordinating  a  coalition  to  lobby  for 
activities  that  support  comprehensive  health 
education.  This  is  an  exciting  new  group  that  is 
very  diverse,  growing  bigger  weekly,  and  there's 
plenty  of  room  for  you!  If  you  have  any  inclination 
to  throw  in  your  two  cents'  worth,  please  contact 
Kathy  O'Connor  at  the  Cancer  Society's  Boston 
office,  (617)  267-2650. 

By  my  count,  that's  five  acronyms  in  one  article,  if 
you  count  HIV  and  AIDS.  Somebody's  got  to  keep 
the  jargon  alive... 

Pam  Chamberlain 

Massachusetts  Department  of  Education 


On  The  Agenda 


HIV  ADOLESCENT  PEER  EDUCATION  PROGRAMS:  The  HIV/ AIDS  Bureau 
at  the  Massachusetts  Department  of  Public  Health  is  beginning  its  second  year  of 
support  for  scores  of  teenage  peer  education  AIDS  prevention  programs.  Last  year 
more  than  40Q  teenagers  were  given  intensive  training  in  preventing  HIV  and  STD 
infections  anci  paid  stipends  to  conduct  educational  presentations  to  other 
teenagers  in  their  communities.  The  programs  are  based  m  twelve  of  the  largest 
urban  areas  and  administered  by  seven  of  the  Regional  Prevention  Centers.  The 
adolescent  teams  can  be  called  upon  to  do  presentations  at  schools,  community 
agencies,  recreation  centers,  etc  For  more  information  call  Melida  Campos  at  (617) 
727-0368. 


ADVISORY  ON  DISPOSAL  OF  INFECTIOUS  AND  DANGEROUS  MEDICAL 
WASTES  IN  SCHOOL  SETTINGS:  The  advisory  is  designed  to  clarify  the 
school's  responsibilities  for  identification,  handling  and  disposal  of  infectious  and 
dangerous  medical  waste.  It  has  been  distributed  to  school  superintendents,  local 
boards  of  health  and  school  nurses. 


STATUS  OF  DRAFT  REGULATIONS  GOVERNING  PRESCRIPTION 
MEDICATION  ADMINISTRATION  IN  PUBLIC  AND  PRIVATE  SCHOOLS: 
On  October  8,  1992  the  Public  Health  Council  gave  permission  to  hold  public, 
hearings  to  receive  testimony  on  the  proposed  regulations.  The  dates  of  the 
hearings  were  December  1  and  December  7, 1992.  Both  written  and  oral  testimony 
was  received. 


SCHOOL  NURSE  ORIENTATION:  On  October  1,1992  the  staff  of  the  School 
Health  Unit  presented  the  first  group  orientation  for  new  school  nurses.  The 
program  was  designed  to  share  standards  of  school  nursing  practice,  review  the 
responsibilities  of  the  Massachusetts  school  nurses  and  emphasize  the  activities 
and  collaboration  needed  to  develop  and  maintain  an  effective  comprehensive 
school  health  program.  Thirty-one  nurses  representing  all  regions  of  the 
Commonwealth  attended.  The  School  Health  Unit  win  conduct  follow-up 
evaluations  in  the  spring  of  1993. 


STATEWIDE  CONFERENCE  ON  COMMUNICATION  SKILLS  FOR  SCHOOL 
NURSES:  On  November  18,  1992,  the  Department  of  Public  Health  presented  a 
conference  designed  to  enhance  school  nurses'  communication  skills  with  a  variety 
of  audiences  such  as  parents,  administrators  and  school  committees.  Brenda 
Millette,  Ed.D.,  R.N.,  from  the  University  of  Massachusetts,  Amherst,  School  of 
Nursing  was  the  key  presenter.  Seventy  school  nurses  representing  all  regions  of 
the  Commonwealth  attended. 
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Additional  Resources  for  School  Health 


VIOLENCE  PREVENTION  INFORMATION:  For  information  about  violence 
prevention,  including  a  curriculum  for  adolescents  on  preventing  family  violence, 
call  Selena  M.  Respass,  Director,  Office  of  Violence  Prevention,  Massachusetts 
Department  of  Public  Health,  Bureau  of  Family  and  Community  Health,  Division 
of  Prevention:  Youth,  Adult  and  Elder  Health,  (617)  727-1246. 


ADOLESCENT  HEALTH  PROGRAM:  For  information  concerning,  School-Based 
Health  Centers,  call  Richard  Tafel,  Director  of  Adolescent  Health,  Department  of 
Public  Health,  Bureau  of  Family  and  Community  Health,  Division  of  Prevention: 
Youth,  Adult  and  Hder  Health,  (617)  727-0941. 


PLAYGROUND  SAFETY  CHECKLIST:  This  is  a  useful  tool  which  is  in 
compliance  with  the  new  Consumer  Product  Safety  Commission  Guidelines.  Also 
available  are  varieties  of  articles  concerning  materials,  signage  and  liability  issues 
regarding  playgrounds.  These  may  be  obtained  from  Steve  Shuman,  Health 
Education  Planner,  Statewide  Injury  Prevention  Program,  Injury  Control, 
Department  of  Public  Health,  150  Tremont  St,  Third  floor,  Boston,  MA  02111. 


SMOKING  CESSATION  PROGRAMS:  For  information  on  resources  for 
smoking  cessation  programs,  please  call  the  Massachusetts  Department  of  Public 
Health,  bureau  of  Family  and  Community  Health,  Office  for  Non-Smoking  and 
Health  Hotline  1-800-562-0102  or  (617)  727-0731 


DENTAL  CERTIFICATES  (formerly  called  the  "orange  cards"):  These  certificates 
may  be  used  by  the  School  Nurse  to  send  to  the  child's  dentist  when  screening 
reveals  that  there  is  a  dental  problem.  The  certificate  is  then  completed  by  the 
local  dentist  and  returned  to  the  school  where  it  becomes  part  of  the  student's 
health  record.  School  health  personnel  may  obtain  the  certificates  free  of  charge 
from  Carole  Roy,  Massachusetts  Department  of  Public  Health,  Bureau  of  Famflv 
and  Community  Health,  Office  of  Dental  Health,  (617)  727-0732. 


SAFE  TRANSPORTATION  FOR  CHILDREN  WITH  SPECIAL  NEEDS:  The 
Massachusetts  Passenger  Safety  Program  of  the  Massachusetts  Department  of 
Public  Health  has  a  wide  variety  of  audiovisual  and  print  resources  on  this  subject. 
Program  staff  will  provide  technical  assistance  to  educators,  transportation 
specialists,  health  care  providers  and  parents.  Call  1-800-CAR-SAFE  or  (617)  727- 


MERRIMACK  VALLEY  REGIONAL  PEER  LEADERSHIP  CONFERENCE:  The 
third  annual  conference  will  be  held  March  26,  1993  in  Tyngsboro  -  Boston 
University  Corporate  Education  Center  and  will  be  sponsored  oy  the  Regional 
Prevention  Center  -  Prevention  Network.  Merrimack  Valley  Regional  Peer 
Network  meeting  occurs  monthly.  Sites  will  rotate  to  different  schools  each 
month.  For  additional  information  call  Michael  Rivera,  Peer  Leadership 
Coordinator  at  (508)  688-2323. 


PEER  LEADERSHIP  ACTIVITIES  IN  THE  NORTH  SHORE:  Youth  Conference 
sponsored  by  the  Regional  Prevention  Center  in  the  North  Shore  area  will  be  held 
1/29/  93.  The  Regional  Prevention  Center  in  the  North  Shore  area  is  administered 
by  the  Centers  for  Addictive  Behaviors.  For  additional  information  about  the  peer 
leadership  conference,  cal'  l-(800)  334-5512. 


SUMMARY  OF  SELECTED  LAWS 
IN  SCHOOL  HEALTH  PROGRAM/SERVICES 


Definitions 

Law  or  Statute:  Enacted  by  legislature, 
either  codified  into  the  General  Laws  or 
exists  as  a  special  law. 

Mandate:  A  legal  responsibility  established 
by  statute. 

Regulation:  Promulgated  by  an 
administrative  agency  such  as  the 
Ivlassachusetts  Department  of  Public  Health 
under  statutory  authorization.  Assists  in 
the  implementation  of  statutes  and  has  the 
force  of  law. 

M.G.L.,  c,  s.:  Massachusetts  General  Laws, 
chapter,  section. 

The  following  represents  a  summary  of 
selected  laws  regarding  school  health  to 
which  schools  are  held  legally  accountable. 
It  is  important  to  note  that  'this  listing  of 
statutes  and  regulations  is  not  intended  as 
a  comprehensive  review  of  all  legislation 
affecting  school  health  programs  or  services 
but  rather  as  a  brief  summary  of  certain 
selected  laws  which  tend  to  generate 
requests  for  consultation  or  advice  from 
representatives  of  the  department's  School 
Health  Unit.  Please  consult  the  statute  or 
regulations  or  the  legal  counsel  for  the 
school  if  further  information  is  needed. 
Also,  it  should  be  noted  that  many  of  the 
mandates  represent  minimum 
requirements. 

M.G.L.  c.71,  s.l:  Requires  health 
education  in  the  public  schools  and 
defines  general  subjects  such  as 
cardio-pulmonary  resuscitation, 
effects  of  alcohol  and  tobacco, 
prevention  and  detection  of  breast 
cancer,  etc. 

M.G.L.     c.71      s.2A:-  Prohibits 
student  use  of  tobacco  on  school 
grounds. 

M.G.L.  c.71,  s.53:  Requires  each 
school  committee  to  appoint  one  or 
more  school  physicians  and  registered 
nurses,  assign  (hem  to  public  schools 
within  its  jurisdiction,  and  provide  all 
proper  facilities  for  the  performance 
of  tneir  duties.  The  physicians  and 
registered  nurses  must  be  currently 
licensed  in  Massachusetts. 


•  M.G.L.  c.71.  s.54A:  Requires 
assignment  or  a  physician  or  a  person 
trained  in  emergency  medical  care  to 
interscholastic  football  games  played 
by  teams  representing  public 
secondary  schools. 

•  M.G.L.  c.71,  s.54B  (as  amended  by 
c.133,  s.433,  Acts  of  1992):  Governs 
the  administration  of  medications  to 
children  in  the  school  setting. 
Requires  the  Department  of  Public 
Health  to  adopt  regulations  governing 
the  administration  of  prescription 
medications  in  schools.  Hearings  to 
receive  public  comment  have  been 
held. 

•  M.G.L.,  c.71,  s.55:  Requires 
student  with  a  dangerous 
disease,  as  defined  by  the 
Department  of  Public  Health,  to 
be  excluded  from  school. 

•  M.G.L.,  c.71,  s.55A:  Requires  child 
who  becomes  sick  to  be  sent  home  or 
referred  to  school  physician.  Exempts 
from  liability  a  teacher,  principal, 
nurse  or  others  who  give  emergency 
first  aid  or  provide  transportation  to 
the  child  in  an  emergency. 

•  M.G.L.  c.71,  s.55B:  Prohibits  person 
with  communicable  tuberculosis  from- 
working  in  school.  Requires  a  one- 
time certification  of  all  public  and 
private  school  employees  (and 
volunteers)  in  contact  with  students 
to  ensure  that  thev  are  free  of  active 
tuberculosis.  All  new  employees 
must  be  screened  by  a  Mantoux'test 
within  90  days  prior  to  school 
employment. 

•  M.G.L.  c.71,  s.57  (and  related 
regulations  -  105  CMR  200.000  - 
200.920): 

•  Require  physical  examinations  of 
school  children  within  six  months 
prior  to  entrance  into  public  schools 
or  during  the  first  year  after,^ 
entrance  and  at  intervals  of  either 
three  or  four  years  thereafter.  In 
addition,  an  annual  physical  exam 
is  required  before  participation  in 
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competitive  sports.  Exams  are 
also  required  for: 

•  14-16  yr.  old  youths 
requesting  work  permits; 

•  any  child  m  a  private  school 
when  requested  by  parents; 

•  any  child  when  requested 
by  teacher  in  consultation 
with  a  school  nurse. 

Require  vision  and  hearing 
screening  annually; 

Require  annual  measurement  of 
heights  and  weights; 

Require  annual  postural 
screening  in  grades  five  through 
nine; 

Require  examination  of  feet. 

Waiver  Procedure:  Permits 
school  systems  to  apply  for  a 
waiver  of  certain  examination 
regulations  and,  under  certain 
circumstances,  the  department  to 
allow  schools  to  develop  alternative 
health  service  programs  designed  to 
most  effectively  meet  the  needs  of 
their  students.  Granting  the  waiver 
does  not  mean  deletion  of  a 
requirement  but  rather,  the 
substitution  of  one  method  of 
health  assessment  for  another. 

M.G.L.  c.71B  (and  related 
regulations):  Require 
a  child  witn  special  health  care 
needs  to  be  referred  for  evaluation 
and  education. 

M.G.L.  c.76,  s  15  and  15C  (and 
related  amendments  and 
regulations  -  105  CMR  220.000  to 
220.500):  Defines  immunization 
requirements  for  entry  into 
school.  The  regulations  were 
revised  last  year  to  require  a 
measles  booster  for  entry  into 
seventh  grade. 

M.G.L.  c.94C  The  Controlled 
Substances  Act  (and  related 
regulations  105  CMR  700.000): 
Specifies  those  professionals  who 
can  administer  medications. 
Permits  fluoride  programs  in 
schools.  Sets  standards  for  the 
manufacture,  distribution, 
dispensing  and  possession  of 
con  trolled  substances. 


M.G.L.  cllL  S.190-199A  (and 
related  regulations  -  150  CMR 
460.050  and  .060):  Require  that 
children  present  evidence  of  having 
been  previously  screened  for  lead 
poisoning  as  a  condition  for  entry 
into  kindergarten. 

M.G.L.  c.112.  The  Nurse  Practice 
Act  (and  related  regulations  -  244 
CMR):  Defines  nursing  practice. 


REPORTING  SUSPECTED  ABUSE 
AND/OR  NEGLECT  OF  CHILDREN 

M.G.L.  c.119,  s.  51 A  mandates  the 
Department  of  Social  Services  to  receive 
reports  of  possible  child  abuse  and  neglect. 
It  also  lists  the  mandated  reporters  and 
defines  their  responsibilities.  The  following 
school  staff  are  mandated  reporters: 
physicians,  dentists,  nurses,  public  or 
private  school  teachers,  educational 
administrators,  psychologists,  guidance  or 
family  counselors,  and  social  workers. 
(Refer  to  the  statute  for  the  complete  list  of 
mandated  reporters.) 

The  statute  requires  that  mandated 
reporters  contact  the  Department  of  Social 
Services  when  they  have  reasonable  cause 
to  believe  that  a  cnild  under  the  age  of  18 
is  suffering  from  abuse  or  neglect.  Each 
area  of  the  Commonwealth  has  local  offices 
to  which  all  questions  should  be  referred. 
Call  your  local  Department  of  Social 
Services  for  (1)  more  information  about 
what  constitutes  abuse  and/ or  neglect,  (2) 
information  as  to  how  and  where  to  report, 
and  (3)  assistance  with  •  individual 
situations.  Your  local  Department  of  Social 
Services  will  also  provide  educational 
programs  upon  request. 

We  would  suggest  that  you  obtain  the 
following  informational  pamphlets  from 
vour  local  Department  of  Social  Service 
Office:  "Child  Protective  Services"  and 
"Child  Protective  Services:  A  Parent's 
Guide",  both  published  by  the 
Massachusetts  Department  of  '  Social 
Services.  You  mav  call  your  local 
Department  of  Social  Services  for  reporting 
cases  from  9:00  A.M.  to  5:00  P.M.  -  Monday 
through  Friday. 

A  "Hot  Line"  for  reporting  cases  outside  the 
usual  office  hours  is  also  available.  This 
number  is  1-800-792-5200.  In  the  Worcester 
area,  call  1-800-922-8169. 


SCREENING  PROGRAMS 


BASICS  OF  SCREENING  PROGRAMS 

Screening  for  health  problems  is  an 
important  component  or  a  school  health 
program.  The  purpose  of  a  screening 
program  is  to  detect  unrecognized 
conditions  or  preclinical  illnesses  as  early  as 
possible  in  order  to  obtain  prompt 
diagnosis  and  treatment.  This  limits 
potential  disability  and  the  negative  impact 
on  scholastic  performance.  For  example, 
vision  and  hearing  problems  often  go 
unnoticed  because  the  defects  are  so  subtle 
and,  without  specific  screening  tests,  may 
not  be  found  until  the  student  develops 
significant  educational  or  medical 
problems. 

The  following  guidelines  should  be  used 
for  any  screening  program  done  in  the 
school  or  community: 

♦  Adherence  to  screening  standards 
•  Planning 

-  Designate  screening  personnel. 

-  Determine  how  referral  and 
follow-up  will  be  accomplished. 

-  Define  availability  of  community 
resources  for  follow-up. 

-  Arrange  follow-up  for  children  who 
fail  the  screening  and  those  who  are 
medically  uninsured. 

•  Equipment 

-  Assure  that  the  equipment  is  in 
good  working  order  (e.g. 
audiometer  calibrated  recently). 

•  Space 

-  Arrange  to  use  space  that  is 
appropriate,  quiet  and  private. 

•  Screening  Personnel 

-  Arrange  for  training  of  nurses  and 
other  staff  (e.g.  health  aides, 
physical  education  teachers, 
volunteers)  who  will  do  initial 
screening.  (School  nurse  completes 
re-screening  and  referrals). 

•  Standardized Referral  Criteria 

-  Use  standards  set  by  MDPH 
for  vision,  hearing,  and  postural 
screening. 

-  For  other  screenings,  use 
nationally  recognized  criteria. 

♦  Referral 

-  Notify  parent/ guardian  by  letter 
and  telephone  call  if  appropriate. 

-  Notify  medical  provider  by  letter, 
usually  via  parent/ guardian. 


♦  Follow-up 

-  Obtain  report  from  medical 
provider  or  other  related 
professionals  such  as  audiologists 
or  optometrists  regarding  diagnosis, 
treatment  and  follow-up  care. 

-  Continued  parental  contact  may  be 
required  until  follow-up  is 
achieved. 

♦  Documentation 

-  All  test  results,  "Pass"  as  well  as 
"Fail",  should  be  recorded  on  the 
student  health  records. 

-  Follow-up  medical  reports  should 
be  attached  to  the  health  record. 

♦  Program  Evaluation 

-  Tally  test  data  by  grade;  compare 
results  to  expected  results  based  on 
national  or  state  data. 

-  Compare  completed  referrals  to  a 
set  goal,  e.g.,  75%  of  referrals  will 
be  completed.  Work  toward 
increasing  the  percentage  of 
completed  referrals. 

Effective  screening  programs  will  identify 
the  problems  which  might  remain 
undetected  without  screening,  or  would  be 
found  at  a  later  date  when  treatment  would 
be  less  effective  or  more  costly.  Please 
note:  screening  does  not  substitute  for  a 
diagnostic  evaluation.  It  is  extremely 
important  to  recognize  that  it  is  a  waste  of 
time  and  resources  to  do  screening  if 
appropriate  referral  and  follozu-up  are  not 
carried  out.  Screening  and  follow-up  are 
important  roles  of  the  school  health 
program. 

For  additional  discussion,  see  Chapter  13, 
"Screening  Programs  as  Tools  in  School 
Health,"  in  School  Nursing:  A  Framework 
for  Practice  by  Susan  I.  Wold  (C.V.  Mosbv 
Co.,  1981,  reprinted  by  Sunrise  River  Press, 
1990). 


VISION  AND  HEARING  TRAINING 

The  Department  offers  vision  and  hearing 
training  sessions  for  NEW  OR 
UNCERTIFIED  SCHOOL  .  SCREENING 
PERSONNEL  at  a  number  of  regional  sites 
across  Massachusetts.  Training  includes 
instruction  in  mandated  test  procedures, 
referral  criteria  to  be  used,  supervised 
hands-on  practice  and  information 
regarding  the  Department's  services  to 
school-aged  children. 
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Training  in  each  subject  involves 
attendance  at  a  one-day  session  which  runs 
from  9:30  a.m.  until  2:30  p.m.  There  is  no 
charge  for  the  training,  and  completion  of 
the  program  fulfills  the  requirement  for 
certification  as  a  vision  and /or  hearing 
screener.  Anyone  who  has  attended  a 
certification  session  in  the  past  need  not 
attend  these  introductory  sessions  again. 

Pre-registration  is  required.  On  the  day  of 
training,  bring  along  the  vision  or  hearing 
equipment  that  is  used  in  your  school 
system  (for  training  purposes,  1  machine 
per  2  to  3  people).  There  will  be  a  lunch 
break.  Since  cafeteria  service  is  not 
available  at  all  locations,  please  bring  a 
lunch  with  you.  Sessions  are  limited  to 
twenty-five  people  and  are  filled  on  a  first- 
come,  first-served  basis.  Please  call  Bill 
Doran  at  (617)  727-8510  for  available  space 
at  each  location. 


MODEL  SCHOOL  HEALTH 
SURVEILLANCE  SYSTEM  GRANT 

The  Massachusetts  Department  of  Public 
Health  (MDPH)  in  conjunction  with 
Massachusetts  Health  Research  Institute 
(MHRI)  applied  for  and  received  a 
substantial  "Data  Utilization  and 
Enhancement"  grant  from  the  Division  of 
Systems,  Education  and  Science/ Maternal 
and  Child  Health  Bureau  (MCHB)  within 
the  Department  of  Health  and  Human 
Services.  A  major  issue  recognized  by  the 
MCHB  is  the  need  to  improve  information 
collection  and  data  analysis  by  local,  state 
and  federal  agencies  for  more  effective 
problem  solving  and  improving  the  health 
of  children  and  families.  Their  purpose  in 
funding  initiatives  is  to  enable  state 
Maternal  and  Child  Health  (MCH)  and 
state  Children  with  Special  Health  Care 
Needs  (CSHCN)  Programs  to  develop  data 
systems^  for  qualitative  and  quantitative 
problem  solving  and  to  develop  needed 
analytic  models  or  instruments  to  assist 
states  in  their  efforts  to  improve  the  health 
of  children  and  fa.nilies. 


Within  the  Bureau  of  Family  and 
Community  Health  (BFCH),  the  School 
Health  Unit  in  collaboration  with  the  Office 
of  Statistics  and  Evaluation,  outlined  a 
project  that  would  direct  resources  toward 
the  health  of  school-aged  children  in  the 
school  setting.  The  grant  involves  the 
development  of  a  consistent  set  of  data  to 
be  uniformly  collected  when  children  first 
enter  the  school  system.  The  data  will  be 
utilized  in  the  assessment  of  health  status 
and  to  monitor  school  health.  The  grant 
will  include  an  analysis  with 
recommendations  on  the  technology  that 
will  allow  the  flow  of  health  status 
information  from  the  school  setting  into  the 
state  health  department  and  vice  versa. 
The  creation  of  a  blueprint  to  assist  states 
in  the  development  of  an  active  statewide 
school  health  surveillance  system  will  be  a 
first  in  the  nation.  Colleagues  in  the  New 
England  states  will  participate  in  the 
development  of  this  system.  The  grant  is 
for  three  years  and  presents  a  unique 
opportunity  to  link  and  coordinate  diverse 
health  status  indicator  data  into  a  standard 
model  for  data  analysis.  The  instruments 
developed  from  planning  in  the  first  year 
will  be  pilot  tested  in  the  second  year  in 
two  schools  in  the  Commonwealth.  The 
third  year  of  the  grant  involves  the  project 
evaluation.  We  will  keep  you  informed 
about  this  project  in  future  issues  of  the 
newsletter. 


DENTAL  HEALTH 


The  major  goal  of  the  Massachusetts 
Department  of  Public  Health  Office  of 
Dental  Health  is  to  prevent  and  control 
dental  disease  through  organized 
community  efforts.  Two  of  its  principal 
activities  include  the  promotion  of 
fluoridation  in  communities  with  central 
water  supplies  and  the  Fluoride  Mouth 
Rinse  Program  for  school  children. 

Approximately  a  decade  ago  a 
Massachusetts  dental  survey  of  seventeen 


year  olds  found  that  Massachusetts  youth 
had   approximately   twice   the  national 
average  of  decayed,  missing  or  filled  teeth 
(fifteen   DMF    teeth    compared    to  the 
national  average  of  eight  DMF  teeth). 

Currently  121  of  the  total  351 
Massachusetts  communities  have 
fluoridated  water.  Over  half  of  the 
Commonwealth's  residents  are  now 
receiving  the  benefits  of  fluoridated  water. 

Because  of  the  still  unmet  dental  needs  of 
school-age  children,  the  Department  has 
also  assisted  local  cities  and  towns  in 
adopting  alternative  preventive  measures. 
The  school-based  Fluoride  Mouth  Rinse 
Program  has  proven  to  be  an  effective 
alternative.  Because  children  attend  school 
regularly,  the  school  setting  has  been 
demonstrated  to  be  the  most  appropriate 
site  for  this  preventive  measure.  Weekly 
mouth  rinsing  may  reduce  cavities  20  to  40 
percent.  Fluoride  rinse  programs  are  an 
important  adjunct  to  good  oral  health  even 
though  the  child  may  be  using  fluoride 
toothpaste  at  home. 

Since  1978  the  state  has  been  purchasing 
the  fluoride  mouth  rinse  kits  for  grades  one 
through  six.  In  the  1991-92  school  year 
45,000  school  children  participated  in  this 
program,  which  depends  on  school  nurses, 
teachers,  health  aides,  volunteers,  dental 
hygienists,  assistants  and  parents  to  serve 
as  monitors.  Without  their  collective 
efforts,  the  program  could  not  be 
conducted. 

For  more  information  about  the  Fluoride 
Mouth  Rinse  Program,  as  well  as  the  names 
of  dentists  who  accept  Medicaid  clients, 
please  call  Carole  Roy,  Office  of  Dental 
Health,  (617)  727-0732. 


NUTRITION 


Monitoring  the  Growth  of  School-Age 
Children 


Why  Weigh  and  Measure  Children? 

The  physical  growth  of  school-age  children 
is  an  important  indicator  of  nutritional 
status.  Monitoring  of  growth  should  be  an 
integral  component  of  a  school's 
comprehensive  health  program.  The  school 
nurse  is  in  an  ideal  position  to  assure  the 
early  identification  of  children  at  risk  for 
growth  problems  by  providing  appropriate 
assessments  and  referrals. 

Weight  and  height  measurements  provide 
a  simple,  but  very  effective  method  of 
detecting  growth  abnormalities  in  children. 
Poor  growth  patterns  can  result  from 
either:  systemic  disorders,  i.e.  malnutrition, 
intestinal  conditions  or  psychosocial 
deprivation;  congenital  disorders  as 
Turner's  Syndrome;  intrauterine  growth 
retardation  (IUGR),  or  endocrine  diseases 
as  hypothyroidism,  growth  hormone 
deficiency. 

How  often  should  children  be  weighed  and 
measured? 

It  is  recommended  that  school-age  children 
be  weighed  and  measured  on  an  annual 
basis.  The  range  of  normal  height  and 
weight  varies  for  each  child  but  the  general 
growth  remains  relatively  constant.  After 
the  rapid  growth  in  the  first  two  years  of 
life,  growth  generally  slows  down  to  2  to  2 
1/2  inches  per  year  until  puberty  (11  to  13 
years).  Growth  spurts  during  puberty  and 
lasts  about  two  years  until  sexual 
development  is  achieved.  At  this  point 
growth  ceases. 

How  should  the  measurements  be 
conducted? 

Applying  appropriate  measuring 
techniques  and  using  well  calibrated 
equipment  is  essential.  Appropriate 
technique  includes  positioning  the  child 
correctly  on  the  scale  and  against  the 
measuring  tape  when  determining  height. 
The  measurements  should  be  repeated  if 
possible,  1-3  times  to  assure  reliability  ot 
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idea  to  have  one  person  responsible  for 
taking  heights  and  weights  as 
measurements  taken  by  different 
individuals  may  vary.  Equipment  should 
include  a  beam  balance  scale  with  non 
detachable  weights  and  a  non  stretchable 
tape  attached  to  a  vertical,  flat  surface  such 
as  a  wall.  A  right  angle  head  board  is  also 
needed  to  be  lowered  onto  the  child's  head 
when  taking  the  measurement 

To  be  useful,  measurements  should  not 
only  be  accurate  but  also  recorded  and 
plotted  on  a  standardized  National  Center 
for  Health  Statistics  (NCHS)  sex-specific 
growth  chart  Height  and  weight  is  plotted 
against  age  and  compared  with 
standardized  percentiles  (5th  -  95th)  as  well 
as  previous  measurements.  It  is  important 
to  weigh  and  measure  on  a  regular  basis 
and  plot  the  information  so  that  the  child's 
growth  pattern  can  be  clearly  represented 
and  children  at  risk  who  may  need  referral 
for  further  assessment  can  be  identified. 

What  are  the  referral  criteria? 

Children  should  be  referred  for  further 
assessment  when  the  following 
measurements  are  noted: 

*  weight  for  height  or  weight  for  age 
>  95th  percentile 

*  weight  for  height,  weight  for  age,  or 
height  for  age  <  5th  percentile 

*  Child's  growth  pattern  changes 
dramatically.  For  example,  a  child 
consistently  at  the  50th  percentile,  drops 
to  the  10th  percentile. 

For  more  information  call  the  Office  of 
Nutrition  at  (617)  727-9283. 

CHRONIC  DISEASE  PREVENTION: 
"GIMME  FIVE"  is  the  name  of  a  creative 
new  nutrition  education  program  designed 
to  encourage  healthy  eating  habits  among 
second  grade  students  and  their  families' 
The  program  was  conducted  during  a 
three-month  period  last  spring.  Five  major 
supermarkets  provided  over  $26,000  in 
financial   assistance    to   140  participating 


schools  across  the  Commonwealth.  The 
students  in  the  participating  schools  pledge 
to  eat  five  servings  of  fruits  and  vegetables 
every  day  for  a  week.  "Gimme  Five" 
classroom  activities  and  fresh  produce 
donated  by  corporate  sponsors  were  used 
to  introduce  children  to  a  variety  of  new 
fruits  and  vegetables.  Analysis  of  the 
program  evaluations  indicated  that  the 
introduction  of  new  fruits  and  vegetables 
had  a  positive  impact  on  the  students' 
choices.  For  more  information  about  the 
program,  or  to  express  interest  in  having 
your  school  participate  next  year  (provided 
funds  become  available)  call  Susan 
McAlpine,  Chronic  Disease  Prevention  at 
(617)  727-0944. 

SCHOOL  BREAKFAST. ...A  GREAT 
START  TO  BEING  SMART 

Promoting  the  School  Breakfast  Program 
The  School  Breakfast  Program  provides 
students,  who  might  not  otherwise  eat 
breakfast,  the  opportunity  to  do  so  in 
school.  Currently,  only  a  small  percentage 
of  students  take  advantage  of  the  breakfast 
program.  The  Department  of  Education's 
Bureau  of  School  Nutrition  Services,  in  its 
efforts  to  increase  awareness  about  the 
Program,  sponsored  a  School  Breakfast  Art 
Contest.  The  premise  of  the  art  contest  was 
to  illustrate  the  theme  "School  Breakfast...  A 
Great  Start  to  Being  Smart".  The  statewide 
school  art  contest  prompted  over  200 
entries.  Jenny  Lemeshow,  a  junior  at 
Amherst  Regional  High  School,  was  the 
deserving  winner  of  the  contest  for  her 
characterization  of  the  theme,  jenny's  art 
work  will  be  used  in  the  Bureau  of  School 
Nutrition  Services  School  Breakfast 
promotions.  The  Bureau  has  already 
printed  bookcovers  displaying  the  art  work 
for  distribution  to  students  in  schools 
where  the  breakfast  program  is  currently  in 
place. 

Best  Practice  Awards 

The  United  States  Department  of 
Agriculture  (USDA)  created  Best  Practice 
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Awards  in  1992,  to  recognize  outstanding 
practices  in  school  food  service.  The 
awards  program  was  established  to 
encourage  and  reward  excellence  in  the 
National  School  Lunch  Program  (NSLP) 
and  the  School  Breakfast  Program  (SBP)  at 
both  regional  and  national  levels.  A  "Best 
Practice"  could  be  anything  a  school  or 
school  food  authority  does  to  promote 
participation  or  increase  student  knowledge 
or  interest  in  good  nutrition. 

Seven  award  categories  were  created: 

Nutrition  Education  and  Awareness, 
Creativity  in  Menu  Planning, 
Accommodating  Students  with  Special  Needs, 
Marketing/ Increasing  Participation, 
Innovative  Cafeteria  Practices, 
Environmentally  Friendly  Cafeteria  Practices 
School  Breakfast  Program  Expansion. 

In  Massachusetts,  the  Department  of 
Education's  Bureau  of  School  Nutrition 
Services,  administers  the  NSLP  and  SBP.  In 
that  capacity,  the  Bureau  solicited 
nominations  from  schools  statewide.  As  a 
result,  five  nominees  were  selected  for 
Massachusetts  Best  Practice  Awards.  The 
following  five  winners  automatically 
became  nominees  for  Northeast  Regional 
Awards: 

-     Chicopee  Public  Schools 

Nutrition  Education  and  Awareness 
Billerica  Public  Scliools 
Creativity  in  Menu  Planning 
Hie  Cotting  School,  Lexington 
Accommodating  Students  zuith  Special  Needs 
Shirley  Public  Schools 
Marketing/ Increasing  Participation 
Oxford  Public  Schools 
Innovative  Cafeteria  Practices 

From  these  five  state  winners,  USDA 
selected  three  (Chicopee,  Billerica  and 
Cotting  Schools)  to  be  included  in  the  49 
national  nominations.  Regional  awards 
were  presented  to  the  winners  in 
ceremonies  in  the  school  districts  in  early 
October.  USDA  planned  national  awards 
presentations  during  National  School  Lunch 
week,  October  12-16.  USDA  will  develop 


and  distribute  a  booklet  describing  the 
winning  programs  at  a  later  date.  If  you 
would  like  further  information  on  the 
above  activities  or  information  on  other 
Department  of  Education,  Bureau  of  School 
Nutrition  Service  activities,  call  (617)  770- 
7270. 

CORRECTION 


The  correct  telephone  number  for  the  USDA, 
Human  Nutrition  Information  Service  of  the 
U.S.  Department  of  Agriculture  is  (301)  436- 
5724.  In  the  September  1992  newsletter  under 
"Nutrition  Resources"  (Page  6)  this  was 
incorrectly  given.  We  sincerely  apologize  for 
any  problems  this  may  have  caused. 


SPECIAL  THANKS  AND 
BEST  WISHES 


On  October  7,  1992  a  reception 
was  held  for  Mary  Regina 
("Jean")  RowelL  School  Health 
Advisor,  Southeast  Region,  on 
the  occasion  of  her  retirement 
from  the  Department  of  Public 
Health.  Jean  had  a  long  and 
productive  career  with  the 
Department,  but  we  know  her 
best  for  her  many  contributions 
to  school  health  during  the  last 
three  years.  In  true  "Jean" 
fashion,  her  parting  words  were 
a  message  of  thanks  to  all  the 
school  personnel,  community 
agencies  and  others  who 
assisted  her  in  her  efforts  on 
behalf  of  school  health 
programs.  Best  wishes—and  we 
will  miss  you,  Jean. 
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Massachusetts  Department  of  Public  Health 
Bureau  of  Family  and  Community  Health 
Division  of  Prevention:  Youth,  Adult  and  Elder  Health 
School  Health  Unit 
150  Tremont  Street  3rd  Floor 
Boston  Mass.  02111 
FAX:  (617)  727-0880 

Anne  Sheetz,  Director  (617)  727-0944 
Tom  Comerford,  School  Health  Coordinator  (617)  727-0944 
♦Alice  Morrison,  School  Health  Advisor  (617)  727-0941 
Bill  Doran,  Vision  and  Hearing  Coordinator  (617)  727-8510 
Bill  Powers,  Vision  and  Hearing  Specialist  (617)  727-8510 
Janet  Burke,  Administrative  Secretary  (617)  727-0944 

REGIONAL  SCHOOL  HEALTH  ADVISORS 


WESTERN  REGION 


CENTRAL  REGION 


Constance  Brown,  R.N.,  M.Ed.  Joanne  Buffington,  R.N.,  M.S. 

Massachusetts  Dept.  of  Public  Health         Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health    Bureau  of  Family  and  Community  Health 


23  Service  Center 

Northampton,  MA  01060 

(413)  586-7525  or  *  • 

1-800  445-1255  from  413  area  code  only 

FAX:  (413)  784-1037 


180  Beaman  Street  (Route  140) 
West  Boylston,  MA  01583 
(508)  792-7880 
FAX:  (508)  792-7706 


NORTHEAST  REGION 


SOUTHEAST  REGION 


Margaret  Blum,  R.N.C.,  M.A. 

Massachusetts  Dept.  of  Public  Health 

Northeast  Regional  Health  Office 

Tewksbury  Hospital 

Tewksbury,  MA  01876 

(508)  851-7261  or  (617)  727-7908 

FAX:  (508)  640-1027 


*call  Alice  Morrison,  R.N.,  M.S.,  MPH  (see  above) 
'Massachusetts  Dept.  of  Public  Health 

Southeast  Regional  Office 

109  Rhode  Island  Road 

Lakeville,  MA  02347-1349 

(508)  947-1231  Ext.  589 

FAX:  (617)  727-9296 
'"'Change  of  address 


William  F.  Weld,  Governor 
Charles  D.  Baker,  Secretary 

David  H.  Mulligan,  Commissioner 
Deborah  Klein  Walker,  Assistant  Commissioner 

Linda  Jo  Doctor,  Division  Director 
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Focus  on  Injury  Prevention 


This  newsletter  is  designed  to  assist  schools  in  their 
injury  prevention  efforts.  Injury  is  a  major  public 
health  problem  which  has  probably  affected  all  of 
us.  The  recently  published  Department  of  Public 
Health  document.  Injuries  in  Massachusetts:  An 
Overview  of  Causes  and  Costs,  demonstrates  the 
profound  impact  of  injuries,  both  unintentional  and 
intentional,  on  the  Commonwealth's  citizens.  Each 
year  one  of  every  four  Massachusetts  residents  is 
injured  seriously  enough  to  require  medical 
attention  or  restricted  activity.  Injuries  are  the 
leading  cause  of  death  and  disability  to  school  age 
children  and  adolescents.  The  estimated  lifetime 
cost  for  injuries  occurring  in  a  single  year  (1989)  is 
S735  for  each  of  the  six  million  people  living  in  the 
Commonwealth.  This  does  not  include  the 
immeasurable  suffering  of  those  injured,  their 
families  and  friends. 

injuries  are  not  random  occurrences.  They  are  both 
predictable  and  preventable.  Injury  prevention  is 
everyone's  responsibility.  Schools  have  a  unique 
opportunity  to  demonstrate  sound  prevention 
strategies  which  can  affect  the  student's  life-style 
well  into  adulthood.  A  three-pronged  approach  is 
most  effective,  provided  there  is  a  cooperative 
effort  among  students,  parents,  school  health 
personnel,  administrators  and  teachers.  The  first  is 
behavior  change  through  education.  A 
comprehensive  health  education  program  should 
include  a  strong  curriculum  on  injury  prevention. 
Education  should  be  supplemented  by 
environmental  approaches.  Making  the 
environment  safe  includes  assessing  risks  and 
making  the  necessary  physical  changes  in  such 
common  areas  as  hallways,  as  well  as  higher  risk 
areas,  e.g.,  the  carpentry  shop,  chemistry  laboratory, 


and  playing  field.  The  third  strategy  is  the 
development  and  enforcement  of  laws,  regulations 
and  policies  for  the  health  and  safety  of  both 
students  and  staff,  e.g.,  speed  zones  near  schools. 
When  an  injury  or  emergency  does  occur  in  a 
school,  a  rapid,  age-appropriate  response  is 
imperative  to  prevent  further  disability.  Each 
school  should  develop  an  emergency  or  urgent  care 
plan  which  can  be  activated  in  an  organized 
fashion.  This  will  require  an  interdisciplinary  team 
effort  coordination  with  community  emergency 
services,  a  well-organized  communication  system 
and  cardio-pulmonary  resuscitation/ first  aid 
training  for  specific  staff  in  every  building. 

We  urge  parents  and  all  school  staff- 
administrators,  teachers,  health  educators,  school 
nurses,  volunteers  and  others— to  ask  the  question, 
"How  safe  is  our  schooir  and  to  identify  strategies 
for  continued  improvement  The  Department  of 
Public  Health  Injury  Prevention  and  Control 
Program  (IPCP)  is  available  to  offer  technical 
assistance,  materials  and  training  programs  on  the 
broad  spectrum  of  injury  prevention.  During  its 
fourteen  year  history  the  IPCP  has  grown  to  include 
programs  dealing  with  automobile,  bicycle,  home, 
school,  work  and  recreation  safety,  as  well  as  more 
recent  programs  for  improving  emergency  medical 
services  to  children  and  addressing  intentional 
injuries  resulting  from  child  abuse,  domestic 
violence,  sexual  abuse,  adolescent  violence  and  elder 
abuse.  Please  contact  the  IPCP  as  needed  in  your 
continuing  efforts  to  protect  the  health  and  safety  of 
your  students— and  the  Commonwealth's  future 
adults.  Thank  you. 

Anne  R  Sheetz,  R.N.,  M.P.R,  CN.A.A. 
Director  of  School  Health 


"If  a  disease  were  killing  our  children  in  the  proportions  that  injuries  are,  people  mould  be  outraged  and  demand 
that  this  killer  be  stooped.  No  national  health  care  plan  for  America  or  America's  children  can  be  considered 
unless  it  includes  a  battle  plan  for  fighting  the  number  one  killer  of  kids-  preventable  childhood  injury.  " 
-former  Surgeon  General  and  National  SAFEKIDS  Chairman  C  Everett  Koop,  M.D. 


MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH  /  BUREAU  OF  FAMILY  AND 
COMMUNITY  HEALTH  /  DIVISION  OF  PREVENTION  /  SCHOOL  HEALTH  UNIT 


News  Briefs 


REGULATIONS  GOVERNING  THE  ADMINISTRATION  OF  PRESCRIPTION 
MEDICATION  IN  PUBLIC  AND  PRIVATE  SCHOOLS:  On  February  23, 1993  the  Public 
Health  Coundl  voted  to  approve  promulgation  of  105  CMR  210.00,  Regulations  Governing 
the  Administration  of  Prescription  Medications  in  Public  and  Private  Schools.  The 
Department  anticipates  that  the  regulations  will  be  promulgated  effective  early  April  1993. 
At  that  time  copies  will  be  sent  to  all  school  systems.  Plans  are  underway  to  develop 
sample  polices,  procedures,  parent  letters  and  documentation  systems,  as  well  as  a 
training  program.  Further  information  regarding  implementation  of  theregulations  will 
be  sent  to  the  schools  when  available. 

A  WORKSHOP  FOR  SCHOOL  NURSES:  Prevention  of  Bloodborne  Disease 
Transmission  in  School  Settings  sponsored  by  the  School  Health  Unit  of  the 
Massachusetts  Department  of  Public  Health  was  presented  with  Maxine  Garbo,  RN,  MS 
of  the  Massachusett  Division  of  Occupational  Hygiene  as  the  guest  speaker.  The 
Workshops  were  held  on  March  9,  March  16  and  April  8,  1993  in  No.  Reading,  West 
Boylston  and  West  Springfield,  MA.  All  of  the  Workshops  were  presented  to  a  capacity 
audience  and  were  over-subscribed.  The  final  Workshop  is  planned  for  April  26,  1993 
from  1:30-3:30  p.m.  at  Stonehill  College,  North  Easton,  MA.  For  further  information, 
contact  Alice  Morrison  at  (617)  727-0941. 

CALENDAR:  The  month  of  April  has  been  designated  "National  Sports  Injury  Prevention 
Month".  For  an  information  packet  write  to  Steve  Shuman,  Health  Education  Planner, 
Injury  Prevention  Control,  Massachusetts  Department  of  Public  Health,  150  Tremont 
Street,  Third  Floor,  Boston  MA.  02111.  April  7,  1993  is  "World  Health  Day:  Injury  and 
Violence  Prevention  Focus".  For  aresource  packet,  contact  your  school  principal  or  health 
coordinator  or  the  Massachusetts  Department  of  Education,  Bureau  of  Student 
Development  and  Health  (Until  April  30, 1993);  1385Hancock  Street,  Quincy,  MA  02169; 
(after  April  30/1993)  -  350  Main  Street,  Maiden,  MA  02148. 

NURSING  FELLOWSHIP  IN  ADOLESCENT  HEALTH  CARE:  A  new  fellowship 
designed  to  prepare  nurses  for  leadership  roles  in  adolescent  health  care  and  sponsored 
by  a  Maternal  and  Child  Health  Adolescent  Health  Training  Grant  out  of  Children's 
Hospital,  Boston  has  been  annnounced.  Nurse  trainees  will  be  part  of  interdisciplinary 
training  and  will  be  offered  a  stipend  of  $2,200.  Two  options  are  available,  either  a 
semester  based  20  hour  week  or  a  forty  hour  intensive  summer  track.  For  further 
information  please  call  Maurice  Melchiono,  R.N.,  M.S.N.,  FJSf.P.  or  Mary  Aruda,  R.N., 
M.S.N.,  C-P.N.P.  Children's  Hospital,  Division  of  Adolescent/ Young  Adult  Medicine,  300 
Longwood  Avenue,  Boston  MA  02115  (617)  735-7181. 

CONFERENCE  ANNOUNCEMENT:  "Fostering  Self- Worth  in  Gay,  Lesbian  and  Bisexual 
Youth:  What  is  Your  Role?n  May  17, 1993  at  the  Worcester  Holiday  Inn,  sponsored  by  the 
Massachusetts  Department  of  Public  Health.  This  conference  will  be  an  all  day  event 
designed  for  youth  service  providers  to  learn  about  issues  relevant  to  gay,  lesbian  and 
bisexual  youth,  including  health  risks,  school  issues,  family,  and  the  effects  of  isolation 
and  alienation.  Conference  can  accommodate  between  150-200  persons.  There  will  be  a 
small  registration  fee.  For  further  information,  please  contact  Michael  Goldrosen  at  the 
Massachusetts  Department  of  Public  Health,  727-1960  extension  204. 

VIOLENCE  PREVENTION  AWARENESS  WEEK:  INCREASE  THE  PEACE:  June  6-12, 
1993  is  the  third  annual  Violence  Prevention  Awareness  Week.  Please  review  the  enclosed 
flyer:  Ten  Things  Your  School  Can  Do  For  Violence  Prevention  Week".  A  one  day 
conference  in  June  is  being  planned.  For  details  on  the  date,  location  and  agenda  please 
contact  Selena  Respass,  Director,  Office  of  Violence  Prevention,  Massachusetts  Department 
of  Public  Health,  Bureau  of  Family  and  Community  Health,  Division  of  Prevention,  (617) 
727-1246. 
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Guest  Contributor 


Dear  Colleague: 


The  newspapers  bring  home  the  bad  news  daily: 

-  "Dorchester  girl,  1 1,  hit  by  car  on  her  way 
to  school" 

-"Boy,  9,  found  dead  in  Lowell  canal" 
-"2  Worcester  teenagers  killed  by  train  in 
Connecticut " 

-  "Cape  boy,  12,  among  New  England  drowning 
victims  " 

-"Woman  slain,  girl,  16,  hurt  in  Wilbraham" 
and  the  reports*  bear  it  out: 

-"Over  one  third  of  students  reported  having 
ridden  in  a  car  in  the  last  30  days  with  a 
driver  who  had  been  drinking  or  using  drugs." 

-"One  quarter  of  all  students  reported  having 
seriously  considered  suicide  in  the  last  year." 

-"Over  20  percent  of  students  reported  carrying 
a  weapon  of  some  kind  in  the  last  30  days." 

Injuries,  not  disease,  are  the  leading  cause  of  death 
and  disability  to  our  children. 

In  1991,  173  school-age  children  in  Massachusetts 
died  as  the  result  of  an  injury  -  primarily  from  a 
motor  vehicle  crash,  homicide,  suicide,  and  other 
causes  such  as  pedestrian  injuries,  drownings,  fires, 
suffocation,  and  poisoning.  In  addition, 
approximately  5,989  children  were  admitted  to  a 
hospital  because  of  an  injury.  The  cases  go  on  and 
on.  But  what  can  you  do?  What  is  the  school 
personnel  role  in  injury  prevention?  The  answer  to 
this  varies  from  community  to  community, 
classroom  to  classroom,  and  person  to  person. 
What  we  in  the  injury  field  have  learned  and  want 
to  share  with  you  is  that  injuries  -  once  thought  of 
as  random,  uncontrollable  events  -  are 
PREDICTABLE  and  PREVENTABLE. 

The  staff  of  the  Injury  Prevention  and  Control 
Program  (IPCP)  are  continually  developing 
programs  that  work  to  prevent  injuries.  The  IPCP 
is  one  of  the  oldest  and  most  comprehensive  of 
injury  prevention  programs  in  a  state  health 
department.  Our  program  components  include  the 
following: 


Unintentional  Childhood  Injury  Prevention  Programs. 
Five  instructional  modules  form  the  basis  of  the 
programs:  SAFEHOME,  SAFECHILD,  SAFE 
DAYCARE,  SAFE  SCHOOL,  and  SAFE  TEEN.  Staff 
from  local  health  departments,  visiting  nurse 
programs,  educators,  administrators,  health  care 
providers  and  others  receive  training  and  ongoing 
technical  assistance  in  the  use  of  these  programs. 
Injury  topics  include  home,  work,  school,  traffic, 
pedestrian,  recreation  and  sports  safety,  as  well  as 
the  prevention  of  injuries  from  fires /burns, 
drowning,  poisoning  and  other  major  risks. 

Massachusetts  Passenger  Safety  Program.  This 
program,  funded  by  the  Governor's  Highway  Safety 
Bureau,  promotes  child  and  adult  motor  vehicle 
occupant  protection  statewide  by  providing 
education,  information,  training  and  technical 
assistance  as  well  as  funding  car  seat  loaner 
programs  and  conducting  media  outreach. 

Massachusetts  Poison  Control  Center.  The  Center, 
located  at  the  Boston  Children's  Hospital,  operates 
a  statewide,  toll-free,  twenty-four  hour  a  day  phone 
line  for  poisoning  emergencies  and  poison 
information  (1-800-682-9211).  The  Center  is  linked 
to  the  AT&T  Language  Line  providing  access  to 
interpreters  in  over  100  languages. 

Adolescent  Violence  Prevention  Project.  This  five  year 
grant  funded  project  is  designed  to  increase 
community  capacity  to  prevent  adolescent  violence 
through  the  development  of  comprehensive 
community-based  coalitions  in  Boston  and 
Lawrence. 

Office  of  Violence  Prevention.  A  collaborative  effort 
between  many  programs  within  the  Health 
Department,  the  mission  of  this  new  office  is  to 
develop  and  expand  efforts  to  prevent  child  abuse, 
youth  violence,  sexual  assault,  domestic  violence 
and  elder  abuse. 

Improvement  of  Emergency  Medical  Services  to  Children. 
Working  with  providers  of  pre-hospital  and  hospital 
emergency  medical  services,  this  project  will 
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upgrade  services  to  children  through  the 
development  of  pediatric  protocols  and  equipment 
lists,  increase  training  on  pediatric  emergencies,  and 
improve  access  to  emergency  medical  services  for  all 
children  in  the  Commonwealth. 

Injury  Prevention  Resource  Center.  The  Resource 
Center  provides  a  comprehensive  collection  of 
materials  and  information  for  professionals  and  the 
public.  The  database  contains  over  5000  annotated 
entries  of  books,  journal  articles,  government 
reports,  curricula,  films  and  videos,  all  of  which  are 
available  for  loan  and  reference  use.  In  addition,  the 
Center  has  safety-related  brochures,  handouts, 
posters,  and  other  educational  materials  which  are 
available  free  of  charge  in  limited  quantities. 
Special  resource  packets  are  available  for  selected 
safety  observances  and  topics,  (e.g.  Bike  Safety 
Week,  playground  safety). 

A  preventive  approach  is  the  best!  Why  wait  for  an 
injury  or  a  law  suit  to  happen?  By  looking  at  local 
data,  and  joining  efforts  with  parents,  students,  local 
professionals,  teachers,  nurses,  administrators  and 
others,  you  can  determine  what  injuries  children  in 
your  community  are  at  most  risk  of  suffering,  and 
take  a  proactive  approach  to  reducing  those  risks. 
(An  example  of  working  with  school-based  data  is 
described  in  the  article  on  sports  injuries.) 

The  staff  of  the  Injury  Prevention  Control  are  here 
to  help  you  in  this  work.  As  you  read  through  the 
articles  contributed  by  the  Injury  Prevention  Control 
staff,  we  hope  that  you  will  pause  to  think  how 
injury  control  can  be  put  into  practice  in  your 
setting,  and  will  keep  us  in  mind.  Working 
together,  we  hope  to  see  more  of  these  headlines: 

-  "Belt  saves  child,  in  car-truck  collision  " 

-  "Hingham  children  get  lesson  on  fire  engines, 
safety  issues" 

-  "Beverly  students  are  convinced  that  seatbelts 
can  make  a  big  difference" 

-  "Smoke  detector  credited  with  saving  lives  of 
Worcester  family  " 

Cindy  Rodgers,  Director 
Injury  Prevention  and  Control  Program 


•  Data  from  Massachusetts  1992  Youth  Risk 
Behavior  Survey  Results.  Massachusetts 
Department  of  Education,  Bureau  of  Student 
Development  and  Health.  January  1993. 


INJURY  PREVENTION  AND  CONTROL  PROGRAM 
BUREAU  OF  FAMILY  &  COMMUNITY  HEALTH 
DIVISION  OF  PREVENTION 
150  TREMONT  STREET 
BOSTON,  MA  02111 
PHONE:  617-727-1246 
FAX  NUMBER:  617-727-0880 


Cynthia  Rodgers,  Director 

Janet  Berkenfield,  Director,  Emergency  Medical 
Services  for  Children 

Diane  Butkus,  Health  Educator 

Janet  Doherty,  Resource  Center  Coordinator 

Kim  Hesse,  Director,  Massachusetts  Passenger 
Safety  Program 

Homer  Rahn-Lopez,  Director,  Massachusetts 
Adolescent  Violence  Prevention  Project 

Selena  Respass,  Director,  Office  of  Violence 
Prevention 

Steve  Shuman,  Health  Education  Planner 

Maxine  Schuster,  Research  and  Evaluation 
Associate 

Joanne  Statires,  Administrative  Assistant 
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The  Causes  and  Costs  of  Injuries 

by  Maxine  Schuster 


injury  is  the  leading  killer  and  disabler  of  children 
and  adolescents.  In  an  effort  to  raise  awareness  of 
injury  as  a  major  public  health  problem,  the 
Massachusetts  Department  of  Public  Health  recently 
released  a  report  entitled  Injuries  in  Massachusetts: 
An  Overview  of  Causes  and  Costs. 

The  numbers  and  costs  are  staggering.  In  1989, 
among  elementary  and  middle  school  children  (5-14 
years  old),  55  died,  almost  3,200  were  hospitalized, 
and  an  estimated  216,000  were  injured  less 
seriously.  Motor  vehicles  caused  the  most  injury 
deaths,  followed  by  drownings  and  fires /burns.  The 
leading  causes  of  nonfatal  injuries  were  falls,  motor 
vehicles,  and  poisonings. 

Adolescents  and  young  adults  (15-24  years  old)  are 
injuring  themselves  at  the  highest  rate  of  any  age 
group  in  the  Commonwealth.  In  1989,  471  died, 
almost  8,000  were  hospitalized,  and  an  estimated 
300,000  required  outpatient  medical  treatment, 
consultation,  or  restricted  activity.  Motor  vehicles 
caused  the  most  injury  deaths,  followed  by  firearms 
and  poisonings,  many  of  the  latter  two  being 
intentional  injuries.  Falls  and  motor  vehicles  caused 
the  most  nonfatal  injuries. 

The  estimated  lifetime  cost  of  injuries  for  these  two 
age  groups  is  S1.2  billion  in  health  care  and  lost 
earnings,  more  than  a  quarter  of  the  total  cost  of 
S4.4  billion  for  all  age  groups. 

These  injuries  can  be  prevented  or  made  less  severe 
through  many  known  strategies,  such  as  the  use  of 
safety  belts  and  bicycle  helmets.  Good  safety  habits, 
begun  early  and  reinforced  through  school-based 
safety  education,  are  important  ways  to  protect 
children  through  the  risk-taking  years  and  into 
adulthood. 

For  further  information  about  the  report,  contact 
Maxine  Schuster  of  the  Injury  Prevention  and 
Control  Program.  (For  telephone  and  address,  see 
p.4). 


Sports  Injury  Prevention 

by  Steve  Shuman 


Most  people  are  familiar  with  acute  injuries  caused 
by  recreational  or  sports  activities,  the  knee  smashed 
during  a  soccer  game  or  the  concussion 


while  playing  football.  In  a  study  of  childhood 
injuries  in  Massachusetts  (ages  0-19),  17%  of 
hospital-treated  injuries  were  sports  related.  Sports 
injuries  were  the  second  most  frequent  cause  of 
hospital  admissions  and  emergency  department 
visits  for  children  in  the  same  study.  But  sports 
injuries  can  have  significant  chronic  effects  on 
health  too.  These  can  be  costly  and  debilitating. 
The  school  nurse  is  well  positioned  to  share  vital 
information  about  sports  injuries  with  coaches, 
athletic  directors  and  others  concerned  with 
prevention  strategies. 

Analysis  of  the  nature  and  severity  of  sports  injuries 
in  local  communities  may  provide  information  to 
target  prevention  efforts.  School  injury  reports  are 
readily  available  and  often  overlooked  goldmine  of 
information  about  injury  patterns  in  schools  and 
communities.  These  data  can  be  used  to  prevent 
injuries  in  children  through  rule  changes,  equipment 
improvement,  pre-participation  physicals,  or  other 
interventions. 

The  Massachusetts  Sports  Injury  Prevention  Task 
Force  is  a  multi-agency  group  convened  by  the 
Massachusetts  Department  of  Public  Health  in  1987 
to  provide  leadership  and  advocacy  in  the 
promotion  of  sports  injury  prevention  among 
children  and  adolescents.  The  Task  Force's 
Surveillance  Subcommittee  recently  completed  a 
study  of  local  data.  This  effort  involved  an  analysis 
of  sports  injuries  documented  by  athletic  trainers  in 
three  Massachusetts  high  schools  for  the  1991-92 
academic  year.  The  information  obtained  was  used 
to  document  the  extent  and  focus  of  the  sports 
injury  problem  in  the  schools  with  the  goal  of 
reducing  its  impact  through  targeted  prevention 
efforts. 


In  1990  the  Task  Force  conducted  a  survey  of 
Massachusetts  athletic  programs.      The  results 


SELECTED  RESULTS 

•  Football  and  track  accounted 
for  53%  of  all  injuries. 

•  Collisions  and  running  were 
the  most  common  mechanisms 
of  injury. 

•  Sprains  and  strains  accounted 
for  62%  of  all  injuries. 

•  Ankles  and /or  legs  were  the 
most  common  body  part 
injured. 

•  82%  of  the  cases  of  tendinitis 
occurred  in  athletes 
participating  in  track. 
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revealed  that  although  the  vast  majority  of 
programs  maintained  injury  records,  less  than  half 
of  them  used  these  records  to  evaluate  sports 
injuries.  Existing  local  data  sources  can  be  useful  to 
school  nurses,  coaches,  athletic  trainers,  parents  and 
other  groups  for  determining  local  injury  patterns 
and  planning  intervention  strategies  to  reduce 
minor,  moderate  and  severe  injuries.  The  literature 
tends  to  focus  on  the  most  severe  injuries  that  result 
in  death,  hospitalization  or  emergency  department 
visits.  An  analysis  of  your  own  existing  sports 
injury  records  could  serve  as  a  springboard  for 
developing  safety  initiatives  that  meet  the  needs  of 
the  school  and  community. 

For  copies  of  any  of  the  reports  or  for  more 
information  about  sports  injuries  or  the 
Massachusetts  Sports  Injury  Prevention  Task  Force, 
contact  Steve  Shuman  in  the  Injury  Prevention  and 
Control  Program.  (For  telephone  and  address,  see 
p.4). 


Don't  Give  Your  Kids  A  Break! 
Playground  Injury  Control 

by  Steve  Shuman 


Consumer  Product  SAFETY  ALERT 
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Parants  should  chack  lor  hot  surfaces 
on  malal  playground  equipment  balofa 
allowing  young  children  lo  play  on  IL 


Whether  your  school  is  planning  a  new 
playground,  renovating  an  existing  one,  or  simply 
using  a  well-worn  space,  school  officials  need  to  be 
at  the  forefront  of  playground  injury  prevention.  In 
the  92-93  school  year  at  least  three  Massachusetts 
principals  shut  down  their  new  playgrounds  citing 
injuries  that  had  occurred  in  the  first  weeks  of 
school.  A  jury  in  Washington,  D.C.  awarded  a  10- 
year-old  boy  S15  million  for  brain  damage  caused 
by  falling  onto  an  asphalt-covered  playground. 
While  providing  a  fun,  yet  appropriate  playspace  is 
certainly  a  concern  for  school  personnel,  the  issue  of 
liability  is  one  that  must  be  considered  as  well. 
Recent  lawsuits  have  even  identified  the  volunteers 
who  first  organized  to  build  the  playground  as 
potential  litigants.  Schools  are  also  responsible  for 
providing  access  to  the  playground  for  children 
with  disabilities  as  mandated  by  the  Americans  with 
Disabilities  Act. 

Children's  play  includes  risk-taking.  Therefore, 
children  must  depend  upon  responsible  adults  to 
eliminate  from  playgrounds  those  items  that  can 
cause  injury  in  the  natural  course  of  their  play.  The 
U.S.  Consumer  Product  Safety  Commission  (CPSC) 
issued  revised  guidelines  for  public  playground 
safety  in  1991.  The  Massachusetts  Department  of 
Public  Health  is  currently  revising  its  Playground 
Safety  Checklist.  These  guidelines  include  criteria 
for  surface,  maintenance,  supervision,  equipment, 
and  the  spacing  between  play  equipment. 


In  1991,  230,000  children  in  the  United  States 
required  emergency  department  treatment  for 
playground  injuries.  Seventy  percent  of  the  injuries 
were  caused  by  falls  to  the  ground  surface  below 
the  equipment. 

Not  surprisingly,  a  majority  of  playground-related 
injuries  are  seen  by  school  nurses.  In  a  1988 
Department  of  Public  Health  study,  over  51%  of  all 
children  injured  on  Massachusetts  playgrounds 
were  treated  by  a  school  nurse,  compared  to  21% 
who  required  emergency  department  care. 

An  effective  way  to  begin  to  address  injury 
prevention  is  to  identify  an  appropriate  person  or 
team  to  conduct  a  thorough  playground  safety 
audit.  The  hazards  and  discrepancies  from  the 
CPSC  guidelines  should  be  examined  by  a 
committee  of  parents,  staff,  administrators,  and 
school  health  personnel.  This  group  can  develop  a 
master  plan  that  classifies  the  playground 
improvements  in  order  of  the  potential  danger  to 
children.  The  hazards  that  must  be  eliminated  first 
are  those  that  can  kill  or  permanently  disable  a 
child. 

The  most  critical  areas  of  playground  safety  are 
briefly  addressed  here.  For  specific 
recommendations  and  technical  details,  consult  the 
resources  listed  below. 
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SURFACE  Asphalt,  cement,  grass  and  dirt  do  not 
absorb  the  impact  of  a  fall  sufficiently  to  prevent 
serious  injury.  They  must  never  be  used  as  a 
surface  beneath  or  surrounding  playground 
equipment.  Good  surfacing  materials  are  available 
in  two  basic  types,  unitary  or  loose-fill.  Unitary 
materials  are  generally  rubber  or  rubber-like  mats, 
specifically  designed  for  playground  use.  Loose-fill 
is  material  such  as  sand,  gravel,  wood  chips  and 
wood  mulch.  The  specific  depth  required  for  each 
type  of  loose-fill  material  is  listed  in  the  CPSC 
guidelines.  Each  piece  of  equipment  should  have 
sufficient  surface  material  under  it  and  extending 
throughout  its  designated  Fall  Zone,  usually  six  feet. 

MAINTENANCE  All  play  equipment  wears  out, 
some  pieces  faster  than  others.  Playgrounds  that 
meet  the  guidelines  when  built  need  inspections  and 
regular  maintenance  to  stay  within  those  guidelines. 
Inspections  alone  do  not  constitute  a  maintenance 
program.  The  manufacturer's  instructions  and 
recommended  inspection  schedule  should  be 
followed,  with  special  attention  paid  to  moving 
parts  because  they  often  wear  quickly. 

Systematic  inspections  can  identify  corrosion,  rot, 
weathering,  sharp  points,  and  uncapped  corners, 
edges  or  tubes.  The  surface  should  be  raked  free  of 
broken  glass,  animal  feces,  syringes  and  other 
dangerous  debris.  Worn  areas  of  the  surface 
material,  commonly  under  the  swings  and  at  the 
exit  of  the  slide,  will  need  to  be  replaced  or 
repaired.  All  hazards  should  be  repaired 
immediately,  including  those  presented  by  sharp 
points  of  a  broken  fence  or  trees  with  protruding 
branches  lower  than  seven  feet. 


SUPERVISION  Effective  supervision  is  a  necessary 
part  of  a  school-based  effort  to  prevent  playground 
injuries.  Visual  barriers  should  be  eliminated  so 
that  adults  can  see  children  easily  when  supervising 
playground  activities.  Seating  for  adults,  if 
provided,  should  be  in  a  central  location.  If  pieces 
of  equipment  block  the  view  of  children  at  play, 
adults  should  move  through  the  area.  The 
challenges  presented  should  be  appropriate  for  age- 
related  abilities  and  should  be  challenges  that 
children  can  judge  for  themselves.  The  child  can 
decide  if  he  or  she  wants  to  attempt  the  height  of  a 
climbing  structure  or  the  length  of  a  horizontal 
ladder.  Very  young  children  may  require  adult 
assistance  with  rules,  such  as  not  standing  on  the 
slide,  or  keeping  away  from  moving  swings. 


While  it  is  impossible  to  legislate  the  play  of 
children,  schools  should  enforce  some  safety  rules. 
Clothing  strings  (as  on  hoods  and  mittens),  loose 
clothing  (scarves,  ponchos),  and  stringed  items 
(jump  ropes,  sunglasses,  nametags,  necklaces) 
around  the  neck  have  caught  on  playground 
equipment  and  strangled  children.  Policy  should 
prohibit  children  in  loose  or  stringed  clothing  from 
using  the  playground  equipment. 

SPACING  Good  playground  design  provides 
enough  space  for  children  to  safely  move  from  one 
activity  to  another  and  proper  spacing  between 
various  pieces  of  equipment,  groups  of  equipment 
and  other  structural  features  such  as  trees,  fences, 
fountains,  poles  or  benches.  Each  piece  of 
equipment  should  be  placed  within  a  designated 
Use  Zone.  The  Use  Zone  consists  of  a  Fall  Zone  (an 
area  of  ground  beneath  and  surrounding  the 
equipment  based  on  the  height  of  the  piece)  and 
No-Encroachments  Zone  (space  to  allow  normal 
traffic  between  activities).  The  Fall  Zone  of  any  one 
piece  of  equipment  should  not  overlap  that  of 
another.  The  Fall  Zones  of  swings,  slides,  merry-go- 
rounds  and  spring  rocking  equipment  are  spelled 
out  in  the  CPSC  handbook.  Swings  should  stand  as 
a  discrete  structure,  separate  from  other  equipment. 
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Outdoor  play  is  a  vital  component  of  any  good 
child  development  program.  Serious  and 
continuous  attention  needs  to  be  given  to 
playgrounds  to  ensure  they  present  as  safe  a  play 
opportunity  as  possible.  Schools  and  towns  can 
lead  this  effort  by  observing  the  guidelines 
developed  after  years  of  testing  and  research.  The 
Office  of  Disability  Prevention  and  the  Injury 
Prevention  Control  are  planning  a  playground 
safety  conference  during  August,  1993.  The  U.S. 
Consumer  Product  Safety  Commission's  Handbook 
for  Public  Playground  Safety  can  be  obtained  at  no 
cost  by  calling  CPSC  at  1-800-638-CPSC.  The 
American  Academy  of  Orthopaedic  Surgeons 
developed  a  free  playground  safety  brochure 
entitled  Play  It  Safe;,  call  1-800-824-BONES  for 
copies.  For  a  copy  of  the  standards  accepted  by  the 
American  Society  for  Testing  and  Materials  (ASTM), 
write  to  1916  Race  Street,  Philadelphia,  PA  19103. 
Steve  Shuman  in  the  Injury  Prevention  and  Control 
Program,  is  available  to  answer  questions  and 
forward  a  Playground  Safety  Checklist  and  articles 
about  signage,  liability,  surface  materials,  and  other 
playground  safety  issues. 


Gear  Up  For  Bicycle  Safety  Month 

by  Diane  Butkiis 


is  Bicycle  Safety  Month.  As  the  toys  of  our 
childhood  are  replaced  with  the  Nintendo  games 
and  rollerblades  of  our  childrens',  we  may 
remember  fondly  a  special  gift  that  has  remained 
popular  across  the  generations  -  the  first  two- 
wheeler.  While  bicycles  continue  to  remain  a  best 
seller  at  holiday  time  and  birthdays,  it  is  important 
to  remember  that  a  bicycle  is  not  a  toy,  but  a  child's 
first  vehicle.  As  bicycle  drivers,  children  -  as  well 
as  adults  -  must  follow  all  applicable  Massachusetts 
rules  of  the  road:  riding  with  traffic,  using  hand 
signals  to  turn,  observing  all  traffic  signs  and 
signals. 

Unfortunately,  as  with  other  vehicle  drivers, 
bicyclists  are  also  at  risk  for  injury.  As  shown  in 
the  following  statistics: 

♦  Each  year  in  the  U.  S.,  over  600  child 
bicyclists  die  and  over  400,000  require 
hospital  treatment  for  bike-related  injuries; 

♦  More  than  one-half  of  all  bicyclist  deaths  occur 
to  school-age  youth  (ages  5-17); 

♦  Although  most  bicycle-related  deaths  result 
from  collisions  with  motor  vehicles,  most 
children  are  injured  when  they  fall  from  a  bike, 
hit  a  fixed  object  or  lose  control  of  the  bike; 

♦  Head  injuries  are  the  most  serious  injury  type 
and  the  most  common  cause  of  bicycle-related 
deaths; 


♦  Use  of  an  ANSI  or  SNELL  approved  bike 
helmet  can  reduce  head  injury  by  85%; 

♦  Massachusetts  law  requires  child  passengers 
ages  1-4  on  adult  bikes  to  wear  helmets; 
legislation  has  been  proposed  to  require  helmet 
use  through  age  12. 

While  the  good  news  is  that  helmets  can 
significantly  reduce  the  risk  of  head  injury,  the  less 
good  news  is  that  in  most  communities,  less  than 
2%  of  children  wear  them.  With  such  a  sure  way  to 
reduce  head  injuries  and  deaths  through  helmet  use 
-  why  aren't  helmets  more  popular? 

Lack  of  awareness  about  the  need  for  helmets,  lack 
of  affordability  by  some  parents  and  resistance  to 
wearing  them  by  kids  due  to  the  "nerd  factor"  are 
some  commonly  expressed  barriers  to  helmet  use. 
Yet  some  school  and  community  groups  have  been 
very  successful  in  promoting  helmet  use  and  safe 
bicycling  among  school-age  children. 

The  school  community  is  a  great  place  to  teach  and 
reinforce  good  bicycling  habits.  Bike  safety  is  an 
important  part  of  the  health  curriculum  and  can  be 
incorporated  into  language,  math,  science  or  art 
classes  as  well.  Bicycling  clubs  have  thrived  in  local 
schools  and  school-sponsored  "bike  hikes"  and 
rodeos  have  met  with  great  success.  Many  helmet 
manufacturers  are  offering  discounted  helmets  for 
distribution  through  parent  organizations  for  as 
little  as  S13.00.  Local  bike  retailers  have  been 
delighted  to  work  with  schools  to  provide  bike 
safety  education  and  helmet  discounts.  Some 
schools  are  considering  policies  requiring  students 
who  ride  their  bikes  to  school  to  wear  helmets. 

Resources  for  bike  safety  and  helmet  promotion 
have  never  been  better.  A  very  popular  25  minute 
musical  video  "Bicycle  Safety  Camp"  (appropriate 
for  ages  5-12)  can  be  requested  free  by  pediatricians 
through  the  American  Academy  of  Pediatrics  or  can 
be  purchased  for  S9.95  plus  S2.25  shipping.  Bicycle 
Safety  Camp  may  be  ordered  by  writing  to:  AAP 
Publications  Dept.,  141  N.  W.  Point  Blvd.,  P.  O.  Box 
927,  Elk  Grove  Village,  Illinois  60009-0927  or  by 
calling  1-708-228-5005.  This  video  is  one  of  several 
A-V  materials,  including  films  and  curricula, 
available  on  a  free  loan  basis  from  the  Injury 
Prevention  Resource  Center. 

For  information  regarding  Bike  Safety  month  contact 
Janet  Doherty,  Resource  Center  Coordinator,  for  a 
♦  BIKE  SAFETY  PACKET  -  which  includes 
descriptions  of  our  bike  safety  resources  as  well 
as  reproducible  handouts  on  bike  safety  and  bike 
helmets; 

♦IDEA  BANK  -  a  32  page  booklet  of  ideas  for 
school  community  and  media  events. 
(For  telephone  and  adc'ress,  see  p.4.) 
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The  Injury  Prevention  and  Control  Program  is  also 
developing  COMMUNITY  BIKE  SAFETY  KITS  for 
distribution  through  a  pilot  project  to  selected 
communities  which  have  demonstrated  an  active 
commitment  to  local  bike  safety  efforts.  This 
comprehensive  first-of-its-kind  kit  will  include 
curricula,  videos,  rodeo  and  community  guides, 
handouts,  a  helmet,  contact  list  and  other  resource 
materials.  If  you  would  like  to  receive  notice  when 
the  kit  is  completed,  send  your  name  and  address  to 
the  Injury  Prevention  and  Control  Program,  Attn: 
Bike  Safety  Kit.  (For  telephone  and  address  see 
p.4.) 


Promote  Child  Passenger  Safety 

 by  Kim  Hesse 


^ust  a  few  weeks  ago  on  the  South  Shore  a  seven 
year  old  girl  was  killed  as  a  passenger  in  a  car  that 
skidded  on  an  icy  road  and  crashed  into  a  tree.  She 
was  not  wearing  a  safety  belt. 

Fewer  Massachusetts  children  ages  6  to  15  are 
buckling  up  than  at  any  time  since  1985.  The 
result?  Over  3000  children  in  this  age  group  are 
injured  every  year  as  motor  vehicle  passengers. 
That's  9  children  every  day.  Equally  troubling,  171 
children  in  1991  suffered  serious  injuries,  involving 
broken  bones  and  bleeding,  according  to  a  report 
prepared  by  the  Boston  University  School  of  Public 
Health  for  the  Governor's  Highway  Safety  Bureau. 

The  Massachusetts  Child  Passenger  Safety  Law 
requires  children  from  birth  to  twelve  years  of  age 
to  use  either  a  safety  belt  or  a  child  safety  seat 
when  riding  in  any  seating  position  in  a  motor 
vehicle.  In  fact,  every  state  in  the  nation  has  a  law 
protecting  children  in  cars.  Yet,  only  24%  of  all 
children  ages  6  to  15  wore  safety  belts  in 
Massachusetts  last  year,  down  from  42%  in  1991. 
This  is  far  below  the  national  average  of  50%. 

Massachusetts  is  ranked  third  lowest  in  the  country 
for  safety  belt  use  with  only  31%  of  motor  vehicle 
occupants  buckling  up,  down  from  35%  in  1991. 
Only  Mississippi  and  North  Dakota  have  lower  belt 
use  rates. 

Schools  Can  Make  a  Difference 

What  can  schools  do  to  reduce  the  thousands  of 
childhood  occupant  injuries  and  the  deaths  caused 
by  motor  vehicle  crashes  each  year?  On  a  positive 
note,  even  in  these  times  of  scarce  resources  there 
are  a  variety  of  free  materials  and  activity 
suggestions  available  to  encourage  safety  belt  use 
among  youths. 


First  of  all,  "buckle  up"  yourself  on  every  ride! 
Children  often  learn  from  examples  set  by  adults. 
School  bus  drivers  in  Massachusetts  are  required  to 
wear  a  safety  belt  when  transporting  students.  They 
are  role  models  for  young  people  too.  If  you  see  a 
bus  driver  who  is  not  buckled  up,  notify  the  school 
principal.  In  a  sudden  stop  or  crash,  a  driver  who 
is  wearing  a  safety  belt  will  be  much  more  likely  to 
stay  in  control  of  the  bus. 

Among  the  many  recommendations  for  school 
activities  are:  a  biology  class  on  the  brain  and  the 
impact  of  a  traumatic  brain  injury  on  human 
behavior,  a  physics  class  on  speed,  velocity,  motor 
vehicle  crash  forces  and  the  "ride  down  effect"  of  a 
safety  belt;  a  shop  class  using  the  construction  of 
miniature  wooden  race  cars  that  carry  "belted"  and 
"unbelted"  raw  eggs  to  demonstrate  the  benefits  of 
safety  belts;  an  essay  contest  on  "How  to  get  people 
to  buckle  up";  a  "Why  buckle  up"  poster  contest; 
health  and  safety  fairs;  and  assemblies  with  guest 
appearances  by  Vince  and  Larry  the  crash 
"dummies".  Recently,  the  Passenger  Safety  Program 
and  the  Governor's  Highway  Safety  Bureau 
sponsored  an  essay  contest  among  Massachusetts 
third  graders.  The  winners  read  their  essays  at  a 
ceremony  hosted  by  Governor  William  Weld  and 
the  popular  comic  strip  character  Garfield  at  the 
State  House,  February  8,  1993. 

Reaching  Parents 

Occupant  protection  specialists  nationwide  have 
found  that  children  have  better  luck  in  encouraging 
their  parents  to  buckle  up  than  do  many  other 
public  information  strategies.  Schools  are  an 
excellent  distribution  site  for  passenger  safety 
materials  aimed  at  parents.  A  flyer  brought  home 
from  school  by  a  child  can  underscore  the  day's 
lesson  on  safety  belts.  The  value  of  school  and 
home  reinforcing  the  message  on  the  life  saving 
benefits  of  safety  belts  can  not  be  overstated. 

Protect  Children  With  Special  Needs  Too! 

Although  the  Child  Passenger  Safety  Law  includes 
an  exemption  for  children  with  special  needs,  all 
attempts  should  be  made  to  protect  these  children 
in  crashworthy  occupant  restraints.  Children  with 
special  needs  are  often  more  at  risk  for  injury 
because  of  their  disability  and  need  as  much 
protection  in  motor  vehicles,  if  not  more,  than  their 
non-disabled  peers. 

A  variety  of  crash-tested,  state-of-the-art  equipment, 
including  wheel  chair  tie  downs,  vests,  large-stvle 
safety  seats,  and  travel  chairs  specifically  designed 
for  children  with  special  needs,  are  currently 
available  on  the  market.  The  Massachusetts 
Passenger  Safety  Program  is  expected  to  open  loan 
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programs  for  some  of  these  devices  during  the 
summer  of  1993. 

Often,  meeting  the  transportation  needs  of  a  child 
with  a  disability  takes  a  lot  of  time  and  energy.  The 
first  step  is  to  assess  the  child's  needs  with  input 
from  a  variety  of  transportation,  special  education 
and  medical  professionals.  Next,  an  appropriate 
device  must  be  selected  and  funds  to  purchase  or 
rent  it  need  to  be  secured.  Finally,  all  people 
involved  in  the  transportation  of  the  child  need  to 
be  trained  in  the  correct  use  of  the  device  and  the 
essential  principles  of  transporting  children  with 
special  needs. 

Massachusetts  Passenger  Safety  Program  staff  will 
provide  consultation  by  phone  to  school  personnel, 
parents  and  transportation  vendors  interested  in 
special  needs  transportation.  Listings  of  available 
audio  visuals  and  articles  may  be  requested  by 
calling  the  Program  staff.  (For  telephone  and 
address,  see  p.4.) 

Resources 

The  Injury  Prevention  Resource  Center  has  an 
extensive  collection  of  audio  visuals  available  on 
loan  and  print  materials  designed  for  use  by 
schools.  An  audio  visual  catalog  for  grades  PK  - 12 
describes  videos,  films  and  teaching  kits  appropriate 
for  the  different  age  groups.  In  addition,  curricula 
for  grades  PK  -  12,  posters,  stickers,  fact  sheets  and 
technical  assistance  by  phone  are  among  the 
resources  offered  free  of  charge.  Even  the  Vince 
and  Larry  and  Buckle  Bear  costumes  may  be 
reserved  in  advance  by  schools  conducting  health 
and  safety  events. 


Violence:  An  Old  Problem  - 
A  New  Approach 

by  Cindy  Rodgers 


1  raditionally,  the  criminal  justice  system  has  been 
relied  upon  to  protect  us  from  violence.  However, 
since  most  violent  injuries  are  not  the  result  of 
criminal  activities,  but  are  more  frequently  the  result 
of  arguments  among  people  who  know  each  other, 
there  is  a  growing  acceptance  that  the  criminal 
justice  system  alone  cannot  be  expected  to  deal  with 
this  problem.  Further,  the  criminal  justice  system 
generally  steps  in  after  an  act  of  violence  has 
already  occurred. 

Public  health  providers,  social  workers,  community 
activists,  educators  and  others  have  been  teaming 
up  with  the  criminal  justice  sector  to  provide  new 


approaches  to  preventing  violence. 

Violence  is  indeed  a  public  health  problem.  The 

health -consequences  of  violence  are  enormous.  In 

Massachusetts  there  were  209  homicides  in  1990, 

most  of  the  victims  (82)  were  in  the  15-24  age 

group. 

Although  no  one  has  found  a  "cure"  for  violence, 
the  Department  of  Public  Health  has  pioneered 
several  efforts  to  try  to  find  some  solutions.  In 
1990,  the  Department  was  awarded  a  grant  to 
establish  the  Adolescent  Violence  Prevention  Project. 
This  project  has  been  working  in  Lawrence  and 
Boston  to  develop  comprehensive,  community-based 
violence  prevention  coalitions.  In  this  effort, 
community  residents,  police,  judges,  school 
administrators,  health  care  providers,  business 
leaders,  and  others  have  banded  together  to  better 
understand  the  nature  of  violence  in  their 
community  and  design  and  implement  creative 
approaches  to  reducing  violence.  This  pilot  project 
is  being  studied  to  learn  how  it  can  be  replicated  so 
that  other  communities  can  establish  effective 
coalitions  to  prevent  violence. 

The  Women's  Health  Program  provides  a  number 
of  services  to  prevent  violence  among  women  in 
Massachusetts.  The  Program  provides  training, 
technical  assistance  and  funding  for  efforts 
including  domestic  violence  and  sexually  assault. 
A  resource  guide  for  health  care  providers  on 
identifying,  documenting  and  treating  cases  of 
domestic  violence  is  available.  Most  recently  the 
program  awarded  a  grant  to  work  on  a  Pediatric 
Violence  Awareness  Project. 

In  1991,  the  Office  of  Violence  Prevention  was 
established  to  coordinate  and  expand  violence 
prevention  activities  and  reduce  the  incidence  of 
interpersonal  violence,  domestic  violence,  sexual 
assault  and  elder  abuse.  The  Office  is  coordinating 
the  third  annual  Violence  Prevention  Awareness 
Week  to  be  held  this  June  (see  News  Briefs,  p.2.) 

There  are  many  other  programs  at  the  Department 
that  have  been  involved  in  these  efforts  including 
the  Bureau  of  Family  and  Community  Health,  the 
Office  of  Emergency  Medical  Services,  the  Office  of 
Minority  Health,  and  the  Bureaus  of  Substance 
Abuse  Services,  AIDS,  and  Health  Statistics, 
Research  and  Evaluation.  Working  together  and 
working  with  you,  we  hope  to  provide  services  and 
programs  to  deal  with  this  problem  which  is 
increasingly  impacting  on  the  health  of  our  children. 
For  more  information  on  violence  prevention, 
contact  Selena  Respass  in  the  Injury  Prevention  and 
Control  Program.  (For  telephone  and  address,  see 
p.4.) 
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Program  Launched  In  Massachusetts 
To  Prevent  Work- Related  Injuries 
To  Children 

by  Robin  Dewey 


-Large  numbers  of  school-aged  children  are  working 
afternoons,  evenings,  weekends  and  summers,  and 
many  of  them  are  being  injured  on  the  job.  An 
estimated  106,000  Massachusetts  adolescents  are 
employed  at  some  point  during  the  year.  However, 
there  is  no  central  repository  for  work  permits  so 
exact  numbers  are  unavailable.  Additionally,  some 
working  adolescents  and  younger  children  do  not 
apply  for  work  permits. 

Among  14  to  17  year  olds,  there  are  approximately 
700  workers'  compensation  claims  a  year,  but  there 
is  reason  to  believe  that  these  numbers  substantially 
underestimate  the  magnitude  of  the  problem.  For 
several  reasons,  many  injured  children  never  apply 
for  workers'  compensation. 

Occupational  injuries  among  working  children  are 
a  significant  and  preventable  public  health  problem. 
The  ability  to  intervene  and  prevent  these  injuries  is 
hampered  by  inadequate  information.  A 
comprehensive  surveillance  system  is  needed  to 
systematically  identify  the  nature  and  extent  of 
these  injuries  and  the  circumstances  in  which  they 
occur  if  effective  interventions  and  prevention 
strategies  are  ever  to  be  developed. 

In  February  1992,  Massachusetts  took  a  major  step 
toward  meeting  this  goal  by  becoming  the  first  state 
to  establish  mandatory  physician  and  hospital 
reporting  of  work-related  injuries  among  persons 
under  18  years  old.  These  injuries  are  reported  to 
the  Massachusetts  Department  of  Public  Health's 
Occupational  Health  Surveillance  Program  (OHSP) 
who  recently  received  a  federal  grant  to  develop  a 
surveillance  and  intervention  system  for  serious 
occupational  injuries  to  adolescents.  OHSP  analyzes 
the  data  collected  through  case  reports,  interviews 
injured  children  and  their  parents,  and  refers 
serious  cases  to  appropriate  regulatory  agencies  for 
worksite  investigations.  Because  schools  are  an 
excellent  resource  for  educating  children  about  child 
labor  laws,  safety  issues,  and  other  concerns  related 
to  their  general  well-being,  the  OHSP  also  hopes  to 
work  cooperatively  with  school  administrators  and 
teachers  as  well  as  the  medical  community, 
interested  organizations,  and  appropriate 
government  agencies  to  develop  educational 
programs  for  children  and  parents  about  safe  work 
practices  and  working  children.  For  more 
information  about  this  program,  call  OHSP  at  (617) 
727-2735. 


Emergency  Medical  Services 
For  Children 

by  Janet  Berkenfield 


Early  this  winter  several  children  died  in  one  of  the 
numerous  fires  that  occur  every  year  in  Massachusetts' 
old  and  dilapidated  housing.  Shortly  afterzuard,  a  picture 
appeared  in  the  newspaper  of  a  fireman  carrying  one  of 
the  children  and  administering  CPR.  To  the  untrained 
eye,  it  seemed  to  be  another  picture  of  another  heroic 
effort  to  save  a  child's  life.  To  the  trained  eye  of  an 
emergency  care  pediatrician,  however,  it  was  apparent 
that  the  fireman  was  administering  CPR  using 
techniques  inappropriate  for  the  child. 

The  Massachusetts  Department  of  Public  Health  has 
received  a  new  grant  to  assess  and  upgrade 
emergency  medical  services  available  to  children 
throughout  the  Commonwealth.  The  project, 
funded  for  2-3  years  has  six  important  objectives:  1) 
the  development  of  pediatric  protocols  and 
equipment  lists  for  pre-hospital  providers;  2)  the 
development  of  training  programs  for  Emergency 
Medical  Technician  (EMT)  instructors /coordinators; 
3)  the  improvement  of  data  collection  on  childhood 
injury  hospitalizations;  4)  a  study  of  regionalization 
of  emergency  medical  services  for  children;  5)  the 
improvement  of  access  to  emergency  care  for  racial 
and  ethnic  minorities  and  children  with  special 
health  needs;  and  6)  injury  prevention. 

The  Emergency  Medical  Services  for  Children 
(EMSC)  Project  originated  several  years  ago  when  a 
small  group  of  pediatricians  specializing  in 
emergency  care  got  together  to  discuss  issues  they 
had  all  been  confronting  in  their  efforts  to  care  for 
Massachusetts  children.  The  physicians  formed  a 
coalition  with  the  Injury  Prevention  and  Control 
Program  and  the  Office  of  Emergency  Medical 
Services  and  applied  for  the  grant  under  the 
auspices  of  the  Public  Health  Department. 

Coalition  members  have  now  formally  constituted 
themselves  as  a  Steering  Committee  and  are  already 
well  along  in  developing  a  series  of  10  protocols  for 
pre-hospital  providers,  specifically  EMTs  and 
paramedics,  as  well  as  lists  of  ambulance  equipment 
appropriate  for  use  with  children.  The  need  for 
these  lists  and  protocols  arises  from  the  awareness 
that  pre-hospital  providers  who  staff  ambulances 
often  have  only  received  a  few  hours  training  in  the 
care  of  children  and  are  not  always  confident  of 
their  ability  to  treat  them. 

The  EMSC  Steering  Committee  looks  forward  to 
continuing  its  work  on  these  protocols,  and  the 
other  Project  objectives.     Efforts  will  soon  be 
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underway  to  include  interested  medical  providers 
and  others  from  other  parts  of  Massachusetts. 
Inquiries  about  EMSC  activities  should  be  directed 
to  Janet  Berkenfield,  in  the  Injury  Prevention  and 
Control  Program.  (For  telephone  and  address,  see 
p.4). 


Vision  and  Hearing  Training 


The  School  Health  Unit  is  in  the  process  of  setting 
up  the  spring  vision  and  hearing  training  programs 
statewide.  Conference  locations  confirmed  to  date 
are  as  follows: 


Boston  dates  to  be  announced 

Campbell  Resource  Center 
Second  Floor  Conference  Room 
1216  Dorchester  Avenue 
Boston,  MA 


Fri„  5/14- Vision  Fri.,  5/21-Hearing 

George  P.  King  School 
Desmarais  Room 
454  Water  Street 
Framingham,  MA 
(508)  626-9197 


Mon„  5/17-Vision        Fri.,  5/28-Hearing 

Granby  High  School 
East  State  Street 
Granby,  MA 
(413)  467-7105 


Wed.,  5/5-Vision         Tues.,  5/11-Hearing 

Hingham  Board  of  Health 
Hingham  Town  Hall 
7  East  Street  (Rt.  228) 
Hingham,  MA 
(617)  749-1266 


Mon„  4/26— Vision  Mon.,  5/3-Hearing 

New  World  Bank  (Limit  15  persons) 
Community  Room 
Airport  Rotary 
Hyannis,  MA 
(617)  727-8510 


Thurs.,  4/29- Vision  Fri.,  5/7-Hearing 

Massachusetts  Department  of  Public  Health 
Southeast  Regional  Office 

Clear  Pond  Office  Building 
109  Rhode  Island  Road  (Rt.  79) 
Lakeville,  MA 
(508)  947-1231 

Fri.,  4/29- Vision  Mon.,  5/10-Hearing 

Jordan  Jackson  Elementary  School 
250  East  Street 
Mansfield,  MA 
(508)  261-7525 

Tues.,  5/25- Vision  Wed.,  5/26-Hearing 

Millville  Elementary  School 
22  Berthelette  Way 
Millville,  MA 
(508)  883-6622 

Wed.,  5/19- Vision  Thurs.,  5/27-Hearing 

Quincy  Public  Schools 
Center  for  Technical  Education 
70  Coddington  Street 
Quincy,  MA 
(617)  984-8934 

Tues.,  4/27— Vision  Tues.,  5/4— Hearing 

Massachusetts  Department  of  Public  Health 
Northeast  Regional  Office 
Tewksbury  State  Hospital 
East  Street 
Tewksbury,  MA 
(508)  851-7261 

Thurs.,  5/13-Vision  Thurs.,  5/20-Hearing 

Massachusetts  Department  of  Public  Health 
Central  Regional  Office 
180  Beaman  Street  (Rt.  140) 
West  Boylston,  MA 
(508)  792-7880 


The  School  Health  Unit  hopes  to  offer  at  least  one 
location  in  western  Massachusetts  if  a  meeting  site 
can  be  secured.  All  attendees  must  register  in 
advance. 


For  further  information  or  to  register,  call  Bill  Doran 
at  (617)  727-8510. 
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ADOLESCENT  SUICIDE 

by  Mary  Aruda,  R.N.,  C-PNP 


One  quarter  (25%)  of  Massachusetts  teenagers  have  seriously  considered  suicide  in  the  last  year, 
according  to  the  recently  released  1992  Massachusetts  Youth  Risk  Behavior  Survey.  The  national 
school-based  Youth  Risk  Behavior  Survey  conducted  by  the  Centers  for  Disease  Control  on  a  national 
sample  of  9th  through  12th  graders  reported  8.3%  of  the  students  had  attempted  to  kill  themselves, 
and  the  Massachusetts  data  reports  16%  with  a  plan  and  6%  attempting  suicide.  Rates  of  completed 
suicide  for  teens  have  tripled  since  1960  and  continue  to  rise.  Suicides  are  the  number  two  killer  of 
persons  between  the  ages  of  15-25;  only  "accidents"  kill  more.  These  estimates  are  probably 
conservative  since  self-report  underestimates  pathology.  Male  teens  are  three  times  more  likely  to 
complete  suicides  than  females  using  methods  with  high  lethality  including  firearms,  hanging  and 
jumping.  Attempted  suicides  are  50  to  200  times  more  frequent  than  completed  suicides.  For  suicide 
attempts,  the  male  to  female  ratio  is  reversed  with  females  three  times  more  likely  than  males  to 
attempt  suicide  using  methods  of  variable  lethality  chiefly  ingestion. 

As  on-site  first  line  health  care  providers  for  adolescents,  school  nurses  are  in  a  unique  position  to  spot 
those  within  a  teen  population  who  might  be  in  danger  of  self-injurious  behavior.  There  are  at  least 
three  strategies  which  may  be  very  effective  in  looking  at  this  issue.  First,  school  nurses  need  to 
become  skilled  in  identifying  the  general  markers  of  depression  for  teens.  Depression  is  highly 
correlated  with  suicide.  In  adolescents  anhedonia,  the  turning  away  from  any  kind  of  pleasure,  is 
more  common  than  in  adults.  Other  risk  factors  include  feelings  of  isolation/alienation,  loss,  substance 
abuse,  abuse  (physical /sexual),  neglect,  and  chronic  family  discord.  Assessment  of  stressors  can  be 
coupled  with  an  evaluation  of  the  adolescent's  coping  strategies.  For  example,  a  teen  may  have 
experienced  the  end  of  an  important  relationship,  and  still  be  coping  well  with  a  fair  amount  of 
distress.  Active  coping  styles  involving  behavioral  and  interpersonal  activity  tend  to  be  more  effective 
than  passive  strategies  such  as  minimization,  avoidance  and  denial. 

The  second  factor  involves  increasing  the  provider's  comfort  level  about  asking  directly  about  suicide. 
One  of  the  most  powerful  risk  factors  for  teen  suicide  is  a  history  of  previous  suicide  attempts.  School 
nurses  should  systematically  incorporate  questions  about  self-inflicted  and  non-intentional  injuries  in 
their  data  base,  and  many  would  now  advocate  questioning  the  availability  of  firearms.  Many  people 
understandably  worry  about  raising  such  an  anxiety  arousing  topic.  Some  are  even  concerned  that 
raising  the  issue  with  the  adolescent  will  create  suicide  as  a  potential  strategy  for  the  adolescent.  Staff 
members  need  a  place  to  voice  their  concerns  and  seek  support  for  asking  questions  about  suicide  in 
a  matter-of-fact  discussion.  Remember,  not  all  suicidal  teens  appear  troubled.  Many  are  the  kids  who, 
"look  good",  with  good  grades  and  apparently  good  adjustment.  Careful  listening  may  be  more 
important  than  saying  the  "right"  thing.  Listening  for  passive  as  well  as  active  suicidal  ideation  may 
be  significant,  eg.,  "If  something  happened  to  take  me  out,  it  would  be  O.K." 

Third  is  the  issue  of  safety,  both  for  the  adolescent  and  the  school  nurse  in  discussing  suicide. 
Adolescents  need  to  know  that  there  are  caring  adults  who  are  willing  to  discuss  frightening  topics 
without  being  either  shocked  or  cavalier  about  it.  The  transfer  of  an  at-risk  but  non-committable 
adolescent  to  an  appropriate  mental  health  care  provider  can  be  a  delicate  but  essential  part  of  the 
school  nurse's  task.  Many  adolescents  are  concerned  that  such  thoughts  automatically  make  them, 
"crazy",  and  are  less  than  enthusiastic  about  discussing  the  issue  with  a  new  person,  especially  after 
having  opened  up  to  one  adult.  If  the  referral  is  to  another  on-site  provider,  assurance  that  you  know 
and  trust  this  individual  can  be  very  helpful,  as  well  as  an  offer  to  discuss  the  issues  with  the  next 
provider  so  the  patient  will  not  be  starting  over  "cold",  with  someone  new.  Remember,  in  management 
of  teen  suicide,  a  response  is  essential,  if  you  must  err,  err  towards  early  connection  to  services,  and 
provide  a  safe  environment  in  which  the  teen  is  never  left  alone. 

T7ws  article  was  prepared  through  t\ie  joint  efforts  of  tlie  interdisciplinary  trainees  of  the  MCH,  Adolescent 
Health  Training  Program,  Children's  Hospital  and  submitted  by  Mary  Aruda,  RN,  C-PNP. 

Resources:  SAMARITANS  Suicide  Prevention,  Boston,  (617)  247-0220,  SAMARITANS  -  FOR  TEENS 
ONLY,  Boston,  (617)  247-8050,  Center  for  School  Counseling  Practitioners,  (617)  496-4570 
or  (617)  491-8781  Harvard  University,  Graduate  School  of  Education 
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MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH 
BUREAU  OF  FAMILY  AND  COMMUNITY  HEALTH 
DIVISION  OF  PREVENTION 
SCHOOL  HEALTH  UNIT 

EMERGENCY  CARE  PROGRAM  FOR  SCHOOL  SETTINGS 


Every  school  should  have  a  current,  written  plan  for  the  emergency  care  of  a  student(s)  or  staff 
member(s)  who  experiences  a  life-threatening,  or  potentially  life-threatening,  illness,  injury  or  emotional 
crisis  which  requires  immediate  action.  School  personnel  are  responsible  for  (1)  immediate  first  aid 
care,  (2)  arranging  for  appropriate  transportation  to  a  health  care  facility,  and  (3)  notifying  a  parent 
or  person  identified  as  an  emergency  contact.  The  "Good  Samaritan"  amendment  to  Massachusetts 
General  Law  71,  Section  55  was  designed  to  provide  protection  to  school  personnel  who  render 
emergency  care. 

Care  beyond  first  aid  is  not  an  appropriate  responsibility  for  school  personnel.  "First  Aid"  may  be 
defined  as  the  immediate  and  temporary  care  given  to  the  victim  of  an  injury  or  illness  until  the 
service  of  a  physician  can  be  obtained. 

Steps  to  consider  for  an  effective  emergency  care  plan/program  include  the  following: 

A.  Basic  Plans  -  Convene  an  Emergency  Care  Committee  (school  administrator,  school  health 
personnel,  others  such  as  physical  education  staff,  parents,  Health  Advisory  Committee). 

1.  Identify  local  emergency  resources  (police,  fire  dept.,  ambulance,  EMT  service,  poison 
center  etc.).  Communicate  with  these  resources  regarding  services  available,  the  school's 
needs,  response  time,  etc.  Develop  a  realistic,  cooperative  plan. 

2.  Identify  school  personnel  who  will  assume  responsibility  for  first  aid,  for  calling  emergency 
resources  to  arrange  for  transportation  or  other  needs,  and  for  notification  of  parent  or 
other  emergency  contact.  Include  alternative  personnel  for  back-up. 

3.  Develop  a  written  protocol /plan  which  includes  these  steps: 

-  All  students  and  staff  must  have  an  emergency  card  with  current  information. 

-  Prominently  display  phone  numbers  of  local  emergency  resources  in  offices,  health 
room,  labs,  shops,  gyms,  etc. 

-  Provide  a  list  of  situations  which  are  life-threatening,  or  potentially  life- 
threatening;  signs  and  symptoms  of  anaphylaxis;  appropriate  steps  for  school 
personnel  to  follow  (e.g.  don't  leave  person  alone,  delegate  person  to  call  911, 
etc.). 

-  Provide  all  school  personnel  with  a  copy  of  the  written  emergency  plan.  Provide 
an  annual  in-service  for  a  review  and  discussion  of  life-threatening  situations, 
responsibilities  of  staff  in  general,  and  resources  available. 

-  Offer  education  and  training  to  school  personnel  in  Universal  Precautions,  CPR, 
and  basic  First-Aid. 

-  Develop  detailed  information  on  first  aid  procedures;  first  aid  supplies,  (include 
portable  kits  in  accessible  locations). 

-  Review,  evaluate,  and  revise  plan  annually.  School  Committee,  School 
Administrator  and  School  Health  Personnel  should  sign  and  date  the  approved 

 plan.  
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EMERGENCY  CARE  PROGRAM  FOR  SCHOOL  SETTINGS  (cont.) 


B.  Special  Considerations  - 

1.  Health  Needs  of  Specific  Child: 

Child's  health  care  plan  should  anticipate  possible  emergency  situations  (diabetes,  asthma, 
technology-dependent  special  needs  child,  etc.). 

2.  Emergency  Medications:  The  use  of  epinephrine /epipens  as  an  emergency  medication  for 
a  child  with  no  previous  history  of  allergic  reaction  requires  an  order  from  the  school 
physician.  The  situation  requires  assessment  and  intervention  by  a  registered  nurse  only. 
If  the  school  nurse  is  not  available,  the  child  with  a  previous  history  of  allergic  reaction 
should  be  transported  to  a  health  care  facility  immediately. 

In  a  life  threatening  situation  where  the  child  has  a  known  allergy,  or  pre-existing  medical 
condition,  epinephrine /epipen  or  other  emergency  medication  may  be  administered  by  the 
school  nurse  or  by  a  person  authorized  to  administer  prescription  medication  under  105  CMR 
210.000  Regulations  Governing  the  Administration  of  Prescription  Medications  in  Public  and 
Private  Schools.  Note:  Oxygen  is  not  appropriate  for  general  emergency  use  in  the  school 
setting.  Oxygen  is  a  medication  which  requires  a  physician's  order  for  a  specific  child.  Also 
oxygen  is  a  fire  hazard.  If  oxygen  is  prescribed  for  a  specific  child  in  the  school  setting,  the 
local  fire  department  should  be  notified  and  safety  steps  should  be  in  place. 

3.  Other  School  Situations:  Include  plans  for  after-school  activities,  school  bus  incidents, 
sporting  events,  etc.  Assess  needs  for  high  risk  areas  such  as  chemistry  lab,  shops, 
playground,  gyms. 

C.  Group  Emergency 

1.  Develop  a  plan  to  provide  a  team  approach  to  respond  to  the  needs  of  students  and  school 
personnel  in  the  event  of  a  death,  serious  injury,  serious  illness  involving  a  member  of  the 
school  community  (including  parent).  Determine  local  resources  which  can  provide 
psychological  assistance. 

D.  Disaster  Plans 

1.  Identify  the  roles  and  responsibilities  of  specific  school  personnel  with  alternatives  and 
back-up  plans.  Include  plans  for  evacuation,  contact  with  local  authorities  (state  and  local 
plans),  and  notification  of  parents. 

E.  Preventive  Activities 

1.  Provide  health  education  information  such  as  use  of  seat  belts,  use  of  helmets  for  bike 
riders,  basic  first  aid,  etc. 

2.  Use  data  collected  on  emergencies,  injuries,  illnesses,  for  evaluation  of  emergency  program 
and  to  identify  and  improve  hazardous  situations. 

3.  Provide  planned  inspections  of  high  risk  areas  such  as  labs,  shops,  gyms,  playground  etc. 


Additional  information  on  Emergency  Care /First  Aid  in  School  Settings  will  be  provided  in  the 
Massachusetts  Department  of  Public  Health  School  Health  Manual  which  is  being  developed  at  the 
present  time. 
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Resources  for  School  Health 


RECOMMENDED  READING  MATERIALS:  "Implementation  Guide  for  the  Standards  of 
School  Nursing  Practice"  can  be  obtained  from  the  Publications  Department  American  School 
Health  Association  P.O.  Box  708  Kent  Ohio  44240.  Cost  for  this  book  is  $12.50  plus  $3.00 
postage  and  handling.  Other  titles  include  'The  School  Nurses  Source  Book  of  Individualized 
Healthcare  Plans"  by  Marykay  B.  Haas;  "School  Nursing:  A  Framework  for  Practice"  by  Susan 
J.  Wold,  R.N.,  M.P.H.  Each  book  cost  $39.95  plus  $4.50  postage  and  handling  and  may  be 
obtained  by  calling  1-800-551-4754;  FAX  612-583-2023  or  writing  Sunrise  River  Press  at  11481 
Kost  Dam  Road,  North  Branch,  Minnesota  55056. 


FRIENDS  OF  CHILDREN  INC:  THE  CHILD  HEALTH  CARE  ADVOCACY  PROJECT  was 
created  in  order  to  provide  individual  case  advocacy  as  well  as  systemic  advocacy  concerning 
the  health  care  needs  of  children  in  Western  Massachusetts.  Funded  by  the  Jessie  B.  Cox 
Charitable  Trust  of  Boston,  the  program  is  designed  to  help  families  who  are  experiencing 
problems  with  medical  care  or  are  in  need  of  health  care  services  or  information.  To  make 
a  referral  or  receive  further  information,  please  contact  Laura  Brewer  (Project  Director)  or  Jane 
Lyons  (Executive  Director)  at  (413)  584-7120.  Friends  of  Children  is  located  in  the  People's 
Institute,  38  Gothic  Street,  Northampton  MA  01060. 

STATEWIDE  VIOLENCE  PREVENTION  RESOURCE  DIRECTORY:  The  Massachusetts 
Department  of  Public  Health,  in  collaboration  with  the  Attorney  General's  Office,  is 
developing  a  statewide  violence  prevention  resource  directory  which  will  list  resources  by 
region.  The  statewide  directory  is  an  extension  of  the  Boston  Violence  Prevention  Resource 
Directory,  which  identifies  more  than  200  agencies  involved  in  violence  prevention  activities. 
Both  the  Boston  directory  and  the  statewide  directory  will  be  available  in  June  1993. 
Information  on  how  to  obtain  a  directory  will  be  available  in  the  next  newsletter. 


CENTER  FOR  ACCESS  TO  CAREERS  IN  NURSING:  The  Center  for  Access  to  Careers  in 
Nursing  has  been  opened  to  assist  nurses  with  continuing  or  re-directing  their  careers. 
Housed  at  the  headquarters  of  the  Massachusetts  Nurses  Association,  individual  educational 
and /or  career  counseling  is  available  by  appointment,  without  charge.  Group  workshops 
may  also  be  arranged.  Contact  Donna  Mae  Donahue,  Director,  at  (617)  821-4625/728  or  739 
or  1-800-245-3930.  The  Center  is  funded  by  a  grant  from  the  Massachusetts  Department  of 
Medical  Securities. 


SMOKE  FREE  POLICIES:  Fact  sheets  on  smoking  and  youth,  secondhand  smoke, 
ventilation,  and  the  health  effects  of  smoking  on  children  are  available;  as  well  as  a  list  of 
tobacco-free  Massachusetts  schools  and  sample  tobacco-free  school  policies.  For  more 
information  on  smoke-free  policies  for  schools  please  contact:  Wendy  Frey,  Department  of 
Public  Health,  Office  for  Nonsmoking/ Dental  Health,  150  Tremont  Street,  2nd  floor,  Boston, 
MA  02111,  (617)  727-9236,  (800)  562-0102  or  Carole  Roy,  Department  of  Public  Health,  Office 
for  Nonsmoking/Dental  Health,  150  Tremont  Street,  2nd  floor,  Boston,  MA  02111  (617)  727- 
0732. 
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SMOKE-FREE  SCHOOLS 
TEACHER'S  SMOKING  LOUNGES  ARE  NOT  THE  ANSWER 

by  Wendy  Frey 


While  the  Massachusetts  Clean  Indoor  Air  Act  prohibits  students  from  smoking  in  schools  or  on  school  grounds, 
staff  may  smoke  in  designated  areas  if  a  school  has  not  adopted  a  tobacco-free  policy.  This  does  not  adequately 
protect  the  health  of  students,  faculty  and  administration.  It  hinders  efforts  to  discourage  youth  from  using 
tobacco  products. 

Health  Risks  Remain 

The  fact  is  that  even  if  smoking  is  limited  to  certain  areas  of  the  school,  secondhand  smoke  knows  no  boundaries. 
According  to  the  1986  Surgeon  General's  report,  the  simple  separation  of  smokers  and  non-smokers  within  the 
same  air  space  does  not  eliminate  the  exposure  of  non-smokers  to  secondhand  smoke. 

The  risk  of  exposure  is  by  no  means  a  minor  health  hazard.  Secondhand  smoke  actually  contains  more  toxins  than 
the  filtered  smoke  directly  inhaled  by  the  smoker.  It  contains  50  times  more  ammonia,  five  times  more  carbon 
monoxide  and  twice  the  tar. 

Furthermore,  there  can  no  longer  be  any  doubt  as  to  the  health  dangers  of  secondhand  smoke.  In  January  of  this 
year,  the  Environmental  Protection  Agency  (EPA)  released  a  report  classifying  secondhand  tobacco  smoke  as  a 
class  A  carcinogen  (a  cancer-causing  substance),  putting  it  into  the  same  category  as  radon,  asbestos  and  benzene. 

The  EPA  estimates  that  secondhand  smoke  causes  3,000  lung-cancer  deaths  a  year  in  nonsmokers  and  increases 
the  risk,  of  pneumonia,  bronchitis  and  middle-ear  disorders.  Evidence  from  experimental  studies,  not  included 
in  the  EPA  report,  suggests  that  secondhand  smoke  also  damages  the  heart  and  that  exposure  to  secondhand 
smoke  contributes  to  37,000  heart  disease  related  deaths  yearly  in  the  United  States. 

Children  At  Risk 

Children  are  particularly  vulnerable  to  the  dangers  of  secondhand  smoke.  According  to  the  report,  26,000  new 
cases  of  childhood  asthma  each  year  are  directly  attributable  to  environmental  tobacco  smoke.  In  addition,  studies 
show  that  children  exposed  to  secondhand  smoke  are  sick  more  often,  can  suffer  arrested  lung  development  and 
an  increased  incidence  of  allergies  and  ear  infections. 

Sending  The  Wrong  Message 

Even  if  it  were  possible  to  completely  shield  students  and  non-smoking  faculty  members  and  administration  from 
the  dangers  of  secondhand  smoke,  schools  still  send  the  wrong  message  to  students  when  they  allow  staff  to 
smoke  in  designated  areas. 

It  is  important  to  remember  that  90%  of  all  smokers  begin  during  their  teenage  years,  50%  before  age  14.  Children 
start,  in  part,  because  they  associate  smoking  with  being  grown  up.  They  continue  smoking  as  adults  because  they 
are  addicted.  Unfortunately  the  younger  a  person  is  when  he  or  she  begins  to  use  tobacco,  the  more  likely  that 
person  is  to  become  addicted  to  nicotine.  Three  quarters  of  those  who  begin  using  tobacco  products  before  age 
20  will  continue  to  use  tobacco  into,  and  often  throughout,  adulthood. 

Thus,  during  elementary  and  high  school,  it  is  critical  that  students  receive  a  consistent  message  that  tobacco  use 
is  dangerous.  Teachers  and  school  administrators  provide  children  with  their  most  effective  adult  role  models 
outside  the  home.  It  is  inconsistent  to  teach  about  the  dangers  of  drug  addiction  (including  nicotine)  in  the 
classroom  and  allow  adult  personnel  to  smoke  in  school  buildings  or  on  school  property. 

Approximately  434,000  Americans  die  each  year  of  tobacco  addiction.  Schools  that  have  100%  smoke-free  tobacco 
policies  are  not  only  not  part  of  the  problem,  they  are  part  of  the  solution. 

For  more  information,  contact  Wendy  Frey  at  (617)  727-9263. 
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Ten  Things  Your  School  Can  Do  For  Violence  Prevention  Week 

1.  Develop  a  Violence  Awareness  Campaign-  Have  students  create  posters,  buttons,  or  bumper 
stickers  that  promote  non-violence  and  educate  on  the  dangers  of  violence. 

2.  Bring  in  Guest  Speakers-  Your  community  has  a  wide  range  of  expertise  on  the  problem  of 
violence  and  how  to  prevent  it.  Invite  representatives  from  law  enforcement,  domestic  violence, 
conflict  resolution  or  counseling  programs  who  can  speak  to  students  and  staff. 

3.  Monitor  T.V.  Violence-  Television  programming  is  a  teacher.  Have  students  keep  T.V.  Logs  in 
which  they  record  the  shows  they  watch  and  acts  of  violence  they  see  in  those  shows.  Which 
shows  are  the  most  violent?  Which  stations  air  the  most  violent  programming?  Write  letters 
congratulating  those  who  don't. 

4.  Implement  a  Conflict  Resolution  Program-  How  are  conflicts  resolved  in  your  school?  Do  the 
adults  need  more  conflict  resolution  skills?  Do  the  students?  Explore  establishing  new  conflict 
resolution  procedures,  implementing  a  conflict  resolution  curriculum,  or  getting  training  for 
students  and  staff. 

5.  Hold  a  Non-violence  Book  Fair-  Ask  the  librarian  to  collect  and  display  books  and  other  print  and 
non-print  materials  related  to  violence  and  non-violence.  These  can  include  novels,  picture  books, 
recordings,  videos,  non-fiction  books  and  periodicals.  This  can  be  tied  into  a  "Heros  and  Heroines 
of  Non-Violence"  theme. 

6.  Increase  Cross-Cuttural  Understanding-  Divisions  between  people  based  on  cultural  differences 
can  contribute  to  violence.  But  difference  can  also  be  valuable  and  enriching.  Give  students  an 
opportunity  to  learn  about  the  contributions  of  various  cultures  and  a  chance  to  discuss  the 
difficulties  and  rewards  of  cultural  diversity. 

7.  Write  Letters-  Let  elected  officials,  news  media,  community  leaders  and  other  decision-makers 
know  how  you  feel  about  preventing  violence.  Have  students  and  staff  write  letters  urging  support 
of  violence  prevention  efforts. 

8.  Support  Anger  Awareness-  Everyone  gets  angry,  but  it  needn't  lead  to  violence.  Help  students 
identify  and  practice  constructive  ways  to  express  anger.  Ask  mental  health  professionals  for  help 
in  locating  such  resources  as  discussion  tips,  role-play  situations,  and  curriculum  activities. 

9.  Develop  a  Violence  Prevention  Plan  for  Your  School-  Have  staff  and  students  develop  a  plan  for 
dealing  with  school  violence.  Decide  procedures  for  intervening  in  violent  situations,  plan  for  ways 
to  prevent  violence  from  recurring  by  implementing  conflict  resolution,  anger  awareness,  and 
cultural  diversity  programs. 

10.  Inaugurate  a  School  Peace  Prize-  Recognize  contributions  to  violence  prevention.  Form  a 
committee  to  establish  criteria  and  award  certificates  of  merit  to  the  students,  staff,  and  community 
members  whose  efforts  make  for  a  more  peaceful  and  constructive  school  community. 

And  Start  Planning  Now  for  Next  Year's  Violence  Prevention  Week! 

Prepared  by  William  J.  Kreidler,  Educators  for  Social  Responsibility,  (c)  1992  Boston  Area  Educators  for  Social 
Responsibility 

For  more  information,  contact  Selena  Respass  at  (617)  727-1246. 
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HAVE  YOU  SEEN  SOMEONE  DRTVTNGRECENTLY 
WITH  CHILDREN  UNBUCKLED  IN  THE  CAR? 

CALL  1-800-443-SAFE 
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Now  there  is  a  way  to  protect  our  youngest  citizens  from  the  most  serious  risk  to  their 
lives;  an  automobile  crash.  If  you  observe  a  young  child  unrestrained  in  a  moving 

vehicle  simply  call  the  BUCKLE-UP  HOTLINE  at: 

1-800-443-SAFE  with  the  license  plate  number  and  location. 

BUCKLE-UP  will  send  information  to  the  driver  about  the  law  in  Massachusetts, 
correct  use  of  a  child  safety  seat  or  safety  belt  and  where  to  purchase  or  rent  a  car 
seat  throughout  Massachusetts. 


*  In  Massachusetts  each  year  over  10,000  children  under  age  14  are  injured  as 
passengers  in  automobiles.  Correct  child  safety  seat  and  safety  belt  use  could  have 
prevented  50%  -  70%  of  these  injuries. 

*  It  is  the  law  in  Massachusetts  for  all  children  age  12  and  under  to  be 
properly  restrained  in  a  moving  vehicle. 

» 

> 

DON'T  STOP  SHORT  OF  BUCKLING  UP  ! ! 


This  program  is  sponsored  by  Greater  Boston  SAFE  KIDS  Coalition  ,  Midas  Muffler  and  Brake  and  the  Massachusetts 
Registry  of  Motor  Vehicles. 
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Massachusetts  Department  of  Public  Health 
Bureau  of  Family  and  Community  Health 
Division  of  Prevention 
School  Health  Unit 
150  Tremont  Street  3rd  Floor 
Boston,  MA  02111 
FAX:  (617)  727-0880 


Anne  Sheetz,  Director  (617)  727-0944 
Tom  Comerford,  School  Health  Coordinator  (617)  727-0944 
♦Alice  Morrison,  School  Health  Advisor  (617)  727-0941 
Bill  Doran,  Vision  and  Hearing  Coordinator  (617)  727-8510 
Bill  Powers,  Vision  and  Hearing  Specialist  (617)  727-8510 
Janet  Burke,  Administrative  Assistant  (617)  727-0944 


REGIONAL  SCHOOL  HEALTH  ADVISORS 


WESTERN  REGION 

Constance  Brown,  R.N.,  M.Ed. 
Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health 
23  Service  Center 
Northampton,  MA  01060 
(413)  586-7525  or 

1-800  445-1255  from  413  area  code  only 
FAX:  (413)  784-1037 


CENTRAL  REGION 

Joanne  Buffington,  R.N.,  M.S. 
Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health 
180  Beaman  Street  (Route  140) 
West  Boylston,  MA  01583 
(508)  792-7880 
FAX:  (508)  792-7706 


NORTHEAST  REGION 


SOUTHEAST  REGION 


Margaret  Blum,  R.N.C.,  M.A. 

Massachusetts  Dept.  of  Public  Health 

Northeast  Regional  Health  Office 

Tewksbury  Hospital 

Tewksbury,  MA  01876 

(508)  851-7261  or  (617)  727-7908 

FAX:  (508)  640-1027 


'call  Alice  Morrison,  R.N.,  M.S.,  MPH  (see  above) 
""Massachusetts  Dept.  of  Public  Health 

Southeast  Regional  Office 
109  Rhode  Island  Road 

Lakeville,  MA  02347-1349 

(508)  947-1231  Ext.  589 

FAX:  (617)  727-9296 

**Change  of  address 


William  F.  Weld,  Governor 
Charles  D.  Baker,  Secretary 

David  H.  Mulligan,  Commissioner 
Deborah  Klein  Walker,  Assistant  Commissioner 

Linda  Jo  Doctor,  Division  Director 
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September  1 993_ 


Adolescence:  Toward  a  Healthy  Adulthood 


Shakespeare  described  youth  as  "my  salad  days: 
when  I  was  green  in  judgment".  As  in  Shakespeare's 
time,  today  the  "green"  or  inexperienced  judgment 
of  adolescents  contributes  to  the  risk-taking,  the 
social  morbidities  and  questionable  health  practices 
of  some— but  not  all— adolescents.  The 
Massachusetts  1992  Youth  Risk  Behavior  Survey 
Results,  published  by  the  Massachusetts  Department 
of  Education  as  part  of  a  nationwide  effort  to 
monitor  youth  behaviors  influencing  health,  clearly 
demonstrates  the  critical  issues  of  today's  youth. 
Examples  of  the  survey  results  include:  (1)  More 
than  half  of  the  approximately  2000  high  school 
students  surveyed  reported  using  alcohol  in  the  last 
month;  (2)  One  half  of  the  students  reported  having 
had  sexual  intercourse  with  three  out  of  ten  of  these 
students  having  had  four  or  more  sexual  partners; 
(3)  More  than  40  percent  of  the  adolescent  women 
thought  of  themselves  as  overweight,  (4)  More  than 
20  percent  of  students  reported  carrying  a  weapon 
of  some  kind  in  the  last  30  days. 

The  results  demonstrate  the  need  for  developing 
and  implementing  comprehensive  education  and 
health  and  human  service  programs  to  address  the 
multiple  and  diverse  health  needs  of  Massachusetts 
children  and  youth.  The  tobacco  control  funds 
allocated  to  the  Department  Education  for  the 
comprehensive  school  health  education  and  human 
service  programs  will  assist  in  this  process  as  will 
the  funds  allocated  to  the  Department  of  Public 
Health  to  enhance  school  health  services  and 
implement  additional  school-based  health  centers. 
The  Massachusetts  Chapter  of  the  American  Cancer 
Society  has  also  received  funding  to  bring  together 
a  wide  representation  from  the  education,  health, 
university  and  child  advocacy  groups  to  begin  to 
develop  a  statewide  action  plan  to  implement 


comprehensive  school  health  programs.  The  first 
meeting  was  held  in  Brewster  in  June  and  an  action 
plan  will  be  forthcoming. 

As  we  address  the  health  issues  of  today's 
adolescents,  it  is  important  to  note  that  adolescence 
is  a  normal  passage  of  life.  We  all  moved  through 
it  We  all  faced  the  many  tasks  of  traveling  from 
dependence  to  independence.  Therefore,  if  we  take 
the  time  to  remember  those  years,  we  may  be  able 
to  identify  how  we  can  be  most  helpful  to  young 
people  today.  For  example,  try  to  identify  the 
person  or  persons  who  supported  you  through  a 
difficult  time,  shared  important  information  about 
health  or  sexuality,  respected  your  opinion,  believed 
in  you  when  it  seemed  no  one  else  did,  set  a  limit 
when  you  could  not,  recognized  your  unique 
accomplishments,  reached  out  to  you  at  a  critical 
moment  or  had  confidence  that  you  could  reach  the 
goal  of  your  choosing.  The  person  may  have  been 
a  neighbor,  a  parent,  another  family  member,  a  team 
member,  a  teacher,  a  nurse,  another  student,  to 
name  just  a  few.  Then  think  about  the 
characteristics  of  the  relationship  or  simple 
interaction  which  "reached"  you. 

We  hold  within  each  of  us  the  abilities  to  be 
helpful— and  healthful— to  young  people  as  they 
move  through  the  passage  of  adolescence.  The  task 
is  not  easy.  It  takes  time,  caring,  patience, 
sensitivity,  humor,  self  knowledge,  willingness  to 
listen  and  to  learn  and  more.  Yet  for  our  youth  and 
their  health,  our  "reaching  out"  is  critical.  Thank 
you. 


Anne  Sheetz 

Director  of  School  Health 


"  When  it  comes  to  health  care,  adolescents  are  the  most  ignored  and  at  risk  population  in  America  today. 
While  the  health  problems  facing  teens  appear  overwhelming,  almost  all  are  preventable."  -  Richard  Tafel 
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News  Briefs 


ORIENTATION  FOR  NEW  SCHOOL  NURSES:  School  nurses  who  are  new  to  their 
positions  this  year,  or  were  new  to  their  positions  in  School  Year  1992  -  1993  and  were 
unable  to  attend  last  year's  orientation,  are  invited  to  attend  a  single  day  orientation  on 
Tuesday,  November  30{  1993  from  930  a.m.  to  3.30  p.m.  Please  call  the  School  Health 
Advisor  from  your  region  (see  last  page)  to  pre-register. 

EDUCATIONAL  SESSIONS  FOR  SCHOOL  NURSES  ON  DELEGATION  OF 
PRESCRIPTION  MEDICATION  ADMINISTRATION  IN  PUBLIC  AND  PRIVATE 
SCHOOLS:  The  Massachusetts  Department  of  Public  Health,  School  Health  Unit  is 
sponsoring  an  educational  session  designed  for  school  nurses  in  public  and  private  schools 
planning  to  register  with  the  Department  to  permit  the  delegation  of  administration  of 
prescription  medications  to  unlicensed  personnel  (as  per  105  CMR  210.00).  A  'Training- 
the-Trainer"  model  will  be  used  at  the  educational  sessions.  The  all  day,  one  day  session 
will  be  repeated  on  five  different  occasions  in  Framingham  and  West  Boylston 
Massachusetts.  Please  call  the  School  Health  Unit  at  (617)  727-0941  or  (617)  727-0944  if 
you  did  not  receive  a  brochure  or  if  you  have  any  questions. 

LOOKING  BACK  AND  LOOKING  AHEAD:  100  YEARS  OF  PUBLIC  HEALTH 
NURSING  Co-sponsored  by  the  MDPH,  MNA,  MPHA,  Home  &  Health  Care  Association 
of  Massachusetts,  this  Centennial  Celebration  will  be  held  on  Saturday,  October  30, 1993 
at  10:00  a.m.  at  the  Guest  Quarters  Suite  Hotel  in  Waltham,  MA.  This  all  day  event  will 
feature  Ruth  Knollmueller,  PhD,  RN,  public  health  nursing  specialist  from  Connecticut  as 
keynote  speaker.  Kristine  Gebbie,  MN,  RN,  FAAN,  the  new  AIDS  Policy  Coordinator  at 
the  White  rlouse,  is  also  an  invited  speaker.  Also  featured  will  be  stories  and  poems  about 
the  practice  of  public  health  nursing  in  the  1990's,  and  "Conversations  with  retired  public 
health  nursing  leaders".  For  further  information  call  MPHA  at  (617)  524-6696.  There 
won't  be  another  until  2093! 

PROJECT  SCHOOL  CARE  and  the  Department  of  Nursing,  Children's  Hospital,  Boston 
MA,  will  offer  a  continuing  education  program  entitled:  Planning  for  Students  Assisted 
by  Medical  Technology.  The  program  is  limited  to  20  school  and  community  nurses  and 
consists  of  9  sessions  (6  after-school  classroom  sessions,  3  after-school  clinical  sessions) 
with  Children's  Hospital  preceptors.  The  objective  is  to  familiarize  nurses  in  (a)  dealing 
with  students  assisted  by  medical  technology,  (b)  doing  specific  health  care  procedures 
and  (c)  writing  a  health  care  plan  The  cost  is  $310.00  per  participant.  For  more 
information  cafl  Children's  Hospital  at  (617)  735-6714. 

WORDS  NOT  WEAPONS  -  The  Massachusetts  Department  of  Public  Health  and  The 
Massachusetts  Department  of  Education,  in  collaboration  with  the  Governor's  Alliance 
Against  Drugs  and  the  Massachusetts  Committee  on  Criminal  Justice  are  developing  a 
campaign  to  reduce  the  use  of  weapons  among  youth.  Ten  geographically  diverse  schools 
were  selected  as  pilot  sites  within  the  Commonwealth.  Additional  information  may  be 
obtained  by  contacting  the  Massachusetts  Department  of  Public  Health,  Office  of  Violence 
Prevention  at  (617)  727-1246. 

AMERICAN  CANCER  SOCIETY  ALLIANCE  FOR  COMPREHENSIVE  SCHOOL 
HEALTH  EDUCATION  AND  HUMAN  SERVICES  CONFERENCE:  The  Massachusetts 
Chapter  of  the  American  Cancer  Society  received  a  grant  to  develop  a  comprehensive 
school  health  education  and  human  services  action  plan.  Collaborating  with  the 
Department  of  Education  and  the  Department  of  Public  Health,  the  Cancer  Society 
sponsored  a  two-day  invitational  conference  in  Brewster,  MA,  "Working  Together  for  the 
Future",  on  June  3  and  4,  1993  for  representatives  from  such  areas  as  business,  public 
health  education,  the  university  community,  school  nursing,  health  education  and 
medicine.  Participants  were  asked  to  develop  an  action  plan  to  implement  comprehensive 
school  health  programs  in  Massachusetts.  The  five  areas  of  the  action  plan  include:  (a) 
policy,  (b)  awareness /resources,  (c)  professional  preparation  and  practice,  (d)  family, 
youth  and  community  involvement,  and  (e)  educational  outcomes  and  standards.  The 
group  will  review  the  draft  and  meet  again  in  December  1993  to  continue  efforts  to 
develop  a  broad  constituency  and  implement  the  identified  actions.  Further  information 
on  the  action  plan  will  be  reported  in  future  newsletters. 
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Additional  Resources 


GUIDELINES  FOR  ADOLESCENT  PREVENTIVE  SERVICES  (GAPS),  developed  by  the 
American  Medical  Association  is  an  11  page  pamphlet  of  a  comprehensive  set  of 
recommendations  tor  practitioners.  It  provides  a  framework  for  the  organization  and 
content  of  preventive  health  services  for  adolescents  and  is  available  at  no  cost  by  writing 
to:  Attn:  Mary  Kizer,  American  Medical  Association,  Department  of  Adolescent  Health, 
515  North  State  Street,  Chicago  Illinois  60610. 

MAKING  SCHOOLS  SAFE  FOR  GAY  AND  LESBIAN  YOUTH,  Breaking  the  Silence  in 
Schools  and  Families:  Education  Report  issued  by  The  Governor's  Commission  on  Gay  and 
Lesbian  Youth  (February  1993)  is  available  by  calling  (617)  828-3039.  The  report  identifies 
problems  raced  by  gay  and  lesbian  youth  in  schools  and  lists  specific  recommendations 
for  schools,  state  agencies  and  the  legislature. 

TAKING  ACTION;  Guidelines  For  a  Violence  Prevention  Program,  developed  by  the 
Massachusetts  Department  of  Public  Health,  Office  of  Violence  Prevention,  will  be  printed 
and  distributed  in  the  fall/ winter  of  1993.  For  more  information  call  Selena  Respass  at 
(617)  727-1246. 

AMERICAN  CANCER  SOCIETY,  Coalition  For  Comprehensive  School  Health  Education 
and  Human  Services,  meets  monthly  to  implement  an  action  plan  for  Massachusetts. 
Volunteers  are  needed!  Call  Kathy  O'Connor  at  ACS  (617)  267-2650  for  further 
information. 

COHES  (Coalition  Organized  for  Health  Education  in  Schools)  is  holding  its  annual  rail 
conference  on  November  8, 1993.  The  conference  is  entitled  "Keeping  Our  Kids  Healthy: 
Schools,  Families  and  Communities  Working  Together".  Space  limited,  postdate  Nov.l 
deadline.  For  a  conference  brochure  contact:  Ken  Zeno  at  the  Department  of  Education, 
(617)  388-3300  Ext  383. 

NATIONAL  RADON  ACTION  WEEK:  Mark  your  calendar  that  the  week  of  October  17 
through  October  23  is  Radon  Action  Week.  For  additional  information  please  contact 
Massachusetts  Department  of  Public  Health,  Radiation  Scientist  William  Bell  at  (413)  586- 
7525. 

The  second  edition  (1993)  of  the  Nutrition  Resource  Guide  for  Children  with  Special 
Health  Care  Needs  isnow  available.  Please  contact  Patricia  O' Boyle,  Office  of  Nutrition, 
Massachusetts  Department  of  Public  Health,  150  Tremont  Street,  Boston  MA  02111, 
Telephone  (617)  727-9283. 

AMERICAN  LUNG  ASSOCIATION:  "BREATH  GAMES'*:  A  chance  for  5-12  year  old 
youngsters  with  asthma  to  have  fun  participating  in  track  and  field  events.  It  is  scheduled 
for  October  3, 1993, 10:00  a.m  -  230  p.m.,  at  Swenson  Field  Bridgewater  State  College 
For  more  information  call  the  American  Lung  Association  of  Southeastern  Massachusetts 
at  (508)  947-7204. 

AIDS/FHV  INFECTION  POLICIES  FOR  EARLY  CHILDHOOD  AND  SCHOOL 
ShitlNGS:  The  Massachusetts  Board  of  Education,  The  Massachusetts  Department  of 
Education  and  the  Massachusetts  Department  of  Public  Health  have  published  a  volume 
(May 1993)  of  AIDS/HTV  policies  that  address  the  needs  of  infants,  toddlers,  preschoolers 
and  school-age  students.  These  policies  are  based  on  the  most  up-to-date  medical  and 
legal  inrbrmation  currently  available.  The  publication  is  available  tnrough  the  Statehouse 
Bookstore  at  (617)  727-2834. 
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INTRODUCTION 


The  Department  of  Public  Health  is 
committed  to  improving  the  health  of 
adolescents.  The  Department  supports  a 
range  of  adolescent  services  including 
community-based  youth  programs 
designed  to  focus  on  prevention  of  high 
risk  behaviors  that  may  contribute  to 
problems  such  as  tobacco  use,  teen 
pregnancy,  alcohol  and  other  drug  use, 
HTV /AIDS  and  other  STD's,  and  violence. 
The  Department  also  promotes  community- 
based  primary  care  programs  and  school- 
based  health  centers.  Many  of  the 
community  programs  have  very  strong 
linkages  to  the  school  programs.  Although 
the  Department  recognizes  that  the  field  of 
adolescent  health  is  very  broad,  the 
following  four  articles  address  some  of  the 
significant  issues  in  which  the  school  may 
play  a  role  in  promoting  adolescent  health. 

* 



f    Adolescent  Skin  Problems 

I  by  S*pdia  Harwitch  ILN. 

Greater  than  90%  of  the  population  can 
expect  the  presence  of  a  skin  eruption 
during  the  adolescent  years.  For  example, 
some  form  of  acne  is  the  rule  rather  than 
the  exception.  The  skin  is  a  major 
component  of  our  body  image  as  well  as  a 
medium  for  social  exchange  via  touch. 
Other  functions  of  the  skin  include 
protection  of  the  body  from  the  external 
environment  (physical  trauma,  solar 
radiation)  and  regulation  of  internal 
systems  (body  temperature,  fluid/ 
electrolyte  balance).  It  is  often  not  an 
interruption  in  the  latter  functions  that 
initiates  the  adolescent's  visit  to  a  health 
provider,  but  one  mat  alters  his/her  body 
image  or  interaction  with  peers.  Physical 
characteristics  serve  as  important 
underpinnings  for  fragile  adolescent  self- 
esteem  and  emerging  sexual  explorations. 
Particularly  in  American  culture,  there  is  an 
implicit  value  system  that  makes 
attractiveness,  beauty  and  self-confidence 
dependent  on  blemish  free  skin. 

There  are  many  sources  of  stress  and  strain 


on  the  adolescent  psyche.  A  skin  problem 
may  be  only  one  of  those  stressors,  but 
may  be  the  most  concrete  and  easy  for  the 
adolescent  to  present.  The  health  provider 
must  remember  that  in  addition  to  the 
physical  assessment  and  treatment  of  the 
dermatologic  problem,  one  must  also  look 
at  other  problems  in  adaptation  that  may 
need  attention,  i.e.:  school,  family,  peers, 
the  neighborhood,  and  conflicts  within  the 
self.  For  example,  a  skin  lesion  associated 
with  a  sexually  transmitted  disease  may  be 
the  reason  an  adolescent  first  seeks  medical 
care  independently.  This  is  an  opportunity 
for  the  school  nurse  or  health  provider 
using  a  non-judgmental  approach  to 
provide  a  positive  experience  that  will 
encourage  the  student's  future  use  of  a 
health  care  delivery  system  that  is  not 
always  "user  friendly".  The  presenting  skin 
problems  (Sexually  Transmitted  Diseases, 
for  example)  may  be  the  nurse's  inroad  for 
discussing  other  concerns,  safety  issues  and 
health  promotion /prevention  topics.  The 
school  nurse  or  primary  health  provider 
should  not  feel  responsible  for  being  able  to 
identify  every  type  of  skin  lesion  that  might 
be  presented.  However,  it  is  helpful  to  be 
comfortable  with  accurately  assessing  and 
describing  the  skin  when  documenting  or 
referring  the  patient  to  a  dermatologist. 
The  school  nurse  must  triage  the  need  for 
immediate  medical  intervention  and 
communicable  skin  disease  that  may  put 
other  students  ar  risk.  Developing  rapport 
with  a  local  dermatologist  or  dermatology 
nurse  can  be  an  asset  when  phone 
consultation  or  urgent  referral  is  needed. 

Assessment  of  the  skin  problem  begins 
with  the  interview  of  the  student  to  elicit 
general  medical  history  (fever,  malaise,  etc.) 
and  then  lesion-specific  history  including 
the  duration  of  the  problem,  location  of 
lesions,  progression  or  change  of  lesions, 
influence  of  environmental  factors  (cold, 
heat,  dampness)  affecting  lesions, 
pain/discomfort,  and  any  previous  medical 
intervention. 

Physical  examination  of  the  skin  should 
progress  from  general  to  lesion-specific 
also.  General  changes  such  as  overall  color 
(pallor,  flushing),  thickness,  vascularity 
(petechial,  bruising)  can  suggest  a  possible 
association  with  systemic  disease.  Specific 


4 


terminology  is  used  to  describe  the 
characteristics  of  skin  lesions  obtained  via 
visual  and  tactile  assessment.  One  should 
describe  the  distribution  (the  pattern  of 
lesions  in  relation  to  others),  color,  type 
and  size  of  lesions. 

A  dermatology  text  glossary  can  provide 
succinct  terminology.  However,  a  rule  of 
thumb  is  to  simply  describe  specifically 
what  one  observes  using  measurements, 
adjectives,  or  medical  terms  one  is  already 
familiar  with  (e.g.  several  diffuse  1mm 
brown  macules,  flat  lesions  with  irregular 
borders,  distributed  across  the  dorsum  of 
the  hand,  to  describe  many  freckles  on  the 
back  of  the  hand). 

The  more  common  skin  conditions  have  a 
diverse  spectrum  of  clinical  pathology 
characterized  within  these  categories: 
inflammation  (non-infectious),  e.g.  eczema; 
pigmentary  abnormalities,  e.g.  vitiligo; 
infection/infestation,  e.g.  herpes,  fungus, 
scabies;  benign  and  malignant  cellular 
growths,  e.g.  pyogenic  granuloma,  skin 
cancers,  as  well  as  disease  where  the  basic 
mechanisms  are  more  obscure.  Of  course, 
any  open  wound  or  ulcer  needs  immediate 
medical  intervention,  but  what  about  rashes 
and  other  lesions?  In  general,  the  following 
skin  problems  need  more  urgent  medical/ 
dermatology  consultation  referral  or 
intervention:  any  problem  accompanied  by 
fever,  chronic  inflammation  of  skin- 
especially  accompanied  by  pain  or 
continual  itching,  any  lesions  that  are 
eroded,  oozing  or  crusted  (containing  dried 
serum,  blood,  purulence  particularly  if 
recurrent),  and  vesicular  eruptions  (papules 
containing  serous  fluid).  Many  "nuisance" 
lesions  can  be  treated  with  over-the-counter 
remedies,  but  may  need  diagnosis  by  a 
physician  or  nurse  practitioner  (e.g.  fungal 
infections  -  "jock  itch","athlete's  foot",  warts; 
tinea  versicolor;  contact/allergic  dermatitis). 
Follow  up  by  the  school  nurse  is  important 
to  assure  the  problem  is  resolving  and  to 
provide  further  medication  teaching  and 
support. 

Acne  is  the  most  common  skin  concern  for 
adolescents.  Mild  acne  consists  of 
blackhead  and  whiteheads  caused  by  excess 
oil  (sebum)  and  dead  skin  cells  lodged  in 
the  hair  follicle  canal.  Pimples,  pustules, 
nodules,  and  cysts  indicate  a  more  severe, 


inflammatory  form  of  acne.  Acne  treatment 
is  aimed  at  the  prevention  of  scarring,  and 
will  not  cure,  but  can  control  and  lessen  the 
severity  of  lesions.  Topical  medications 
such  as  benzoyl  peroxide  (OTC)  and 
prescription  antibiotic  solutions  may  be 
sufficient  treatment  for  mild  acne.  Other 
topicals  (Retin  A)  and  oral  medications 
(antibiotics,  Accutane)  are  used  for 
moderate /severe  acne.  Most  treatment 
requires  2-3  months  before  improvement  in 
acne  is  noticeable  and  may  need  to  be 
continued  for  several  years.  Acne  is 
aggravated  by  repeated  scrubbing  of  skin, 
squeezing  pimples  (increases  chance  of 
scarring)  and  oil  and  grease  in  face  creams, 
make  up  and  hair  pomades.  Emotional 
stress  and  menses  may  worsen  acne  due  to 
hormonal  changes.  If  certain  foods  cause 
acne  to  worsen,  they  should  be  avoided. 
There  are  informational  pamphlets  about 
acne  available,  as  well  as  a  model 
workshop  for  health  providers  who  wish  to 
increase  their  knowledge  about  acne 
treatment  (see  dermatology  resources  on 
next  page). 

Skin  cancer  is  not  a  common  concern 
among  the  adolescent  population  and  is 
rarely  diagnosed  in  this  age  group. 
However,  it  is  a  growing  concern  among 
dermatologists  as  malignant  melanoma 
(fatal  skin  cancer)  is  the  most  common  of 
all  cancers  reported  in  25-29  year  olds.  The 
increase  in  the  mortality  rate  associated 
with  melanoma  is  second  only  to  that  of 
lung  cancer.  Basal  cell  and  squamous  cell 
skin  cancer  is  on  the  rise  in  young  adults. 
The  reason  to  mention  this  to  school  health 
providers  is  that  skin  cancer  prevention  and 
education  must  begin  in  childhood.  The  effects 
of  sun  exposure  and  ultraviolet  radiation, 
the  culprits  that  promote  premature  aging 
of  the  skin  and  skin  cancer  are  cumulative 
over  a  lifetime.  Education  regarding  sun 
safety  including  the  use  of  sunscreens  is 
appropriate  for  the  adolescent  who  often 
sees  him /herself  as  exempt  from  the 
potential  hazard  of  skin  cancer.  The 
American  Cancer  Society  in  Massachusetts 
in  conjunction  with  the  Massachusetts 
Chapter  of  Dermatology  Nurses 
Association  (DNA)  has  developed  an 
education  program  geared  to  7th-12th 
graders  that  addresses  these  issues  and 
provides  teaching  tools  to  school  health 
providers.  The  Skin  Savers  Curriculum  is 
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available  through  your  local  Massachusetts 
ACS  office  (see  dermatology  resources). 

The  Massachusetts  Chapter  DNA  also  has 
members  who  are  available  as  speakers  on 
the  topic  of  skin  cancer  prevention  and 
may  be  contacted  via  the  current  chapter 
president. 

The  adolescent  with  cutaneous  disease  may 
exhibit  a  broad  range  of  behaviors  in 
response  to  a  change  in  his/her  skin.  For 
example,  feeling  that  one  has  a  pleasing 
personal  appearance  can  boost  an  otherwise 
shaky  self  image,  and  conversely,  a  minor 
physical  difference  can  be  magnmed  in  the 
mind's  eye  so  as  to  threaten  even  the 
firmest  of  positive  self  images.  Anxiety 
and  depression  may  be  part  of  the 
adolescent's  presenting  picture  with 
adaptive  and  maladaptive  defenses 
including  withdrawal  from  social  contacts 
and  school  attendance,  anger,  self-blaming, 
and  self-destructi  veness  in  the  form  of  self 
laceration,  scratching  and  picking  at  skin 
lesions.  The  school  nurse  can  provide 
reassurance  by  commenting  on  the 
common  feelings  expressed  by  other  young 
people  with  skin  problems,  and  providing 
direct  and  honest  answers  to  questions 
such  as:  "What  did  I  do  to  get  it?  Why 
does  it  spread?  How  long  will  I  have  it? 
Will  I  have  scars?  What  can  I  do  about  it? 
Can  anybody  get  it  from  me?"  For  those 
adolescents  with  more  debilitating  and 
chronic  skin  disease  the  school  nurse  can 
inform  the  student/family  of  support 
groups  and  advocacy  organizations.  There 
are  resource  lists  of  these  available  through 
the  American  Academy  of  Dermatologists 
and  the  Dermatology  Nurses  Association 
(see  dermatology  resources). 

Sandra  Hurwitch  R.N.  is  a  staff  nurse  in  the 
Dermatology  Clinic  at  Children  s  Hospital  and 
President  of  the  Massachusetts  Chapter  of  the 
Dermatology  Nurses  Association. 

Dermatology  Resources 

1.  Color  Atlas  and  Synopsis  of  Clinical 
Dermatology,  Common  and  Serious 
Diseases,  2nd  Edition  by  Thomas  B. 
Fitzpatrick,  M.D.,  McGraw-Hill,  Inc. 
An  easy-to-read  picture  handbook  for 


diagnosis  and  treatment  of  skin 
problems. 

2.  Dermatology  Nurses  Association,  (609) 
-256-2330.  North  Woodbury  Road,  Box 
56,  Pitman,  NH  08071.  Call  the 
current  Massachusetts  Chapter 
president  to  obtain  support  group  lists, 
speakers,  All  About  Acne  Model 
Workshop  for  nurses. 

3.  American  Academy  of  Dermatology, 
930  N.  Meacham  Road,  P.O.  Box  4014, 
Schaumburg,  IL  60168-4014:  to  obtain 
information  pamphlets  on  a  variety  of 
skin  problems. 

4.  American  Cancer  Society,  Mass. 
Division  1-800-952-7664.  Ask  for  Public 
Education  Department  to  obtain  free 
Skin  Saves  Curriculum  for  preschool, 
grades  K-3,  4-6,  or  7-12. 

5.  "Let's  Face  It":  An  educational  program 
for  students  on  general  skin  care,  acne, 
and  sun  safety.  Ortho  Pharmaceutical 
Corp.  Dermatological  Division  1-800- 
722-7786. 


STD's  and  Adolescents 

by  Paul  Etkind  and  Mchaei  Whelan 


Sexually  Transmitted  Diseases  (STD's) 
continue  to  affect  adolescents  and  young 
adults  disproportionately.  Although  rates 
of  sexually  transmitted  diseases  have 
decreased  in  Massachusetts  across  all  age 
groups  since  1990,  a  larger  proportion  of 
STD's  are  still  occurring  in  persons  between 
the  ages  of  15  to  24. 

The  medical,  social  and  economic 
consequences  of  STD's  are  enormous. 
Young  women  bear  a  large  burden  of  these 
consequences.  Infections  such  as  chlamydia 
are  often  asymptomatic,  but  may  lead  to 
pelvic  inflammatory  disease,  complicated 
by  infertility,  ectopic  pregnancy  and 
chronic  pelvic  pain.  Human  papilloma 
virus  infections  of  the  cervix  are  also 
asymptomatic,  but  are  associated  with  an 
increased  risk  of  cervical  cancer. 
Interactions  between  diseases  have  become 
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more  complex  and  HIV  infection  has  had  a 
major  impact  on  the  clinical  presentation  of 
STEXs  as  well  as  their  morbidity  and 
treatment.  Conversely,  the  presence  of  an 
STD,  such  as  genital  ulcerative  disease, 
increases  the  likelihood  of  transmission  of 
HIV. 

Indications  of  the  extent  of  risky  behaviors 
practiced  among  Massachusetts  can  be  seen 
from  1992  Department  of  Education  (DOE) 
and  Department  of  Public  Health  PPH) 
data: 

-  One  half  of  high  school  students 
surveyed  reported  having  had  sexual 
intercourse.  Among  9th  graders,  31%  of 
males  and  25%  of  females  reported  ever 
having  sexual  intercourse.  That 
percentage  rose  to  70%  for  males  and 
67%  for  females  in  the  12th  grade. 

-  36%  of  all  students  reported  having  had 
sexual  intercourse  within  the  last  three 
months. 

-  60%  of  students  who  reported  ever 
having  had  sexual  intercourse  had  more 
man  one  sexual  partner,  and  nearly  30% 
reported  having  had  four  or  more  sexual 
partners. 

-  Among  9th  graders  who  have  ever  had 
sexual  intercourse,  48%  have  had  more 
man  one  partner  and  among  12th  graders, 
69%  have  had  more  than  one  partner. 

-  Overall,  58%  of  students  reported  using 
condoms  the  last  time  they  had 
intercourse;  25%  reported  that  they  or 
their  partner  used  drugs  or  alcohol  the 
last  time  they  had  intercourse.  Condom 
use  decreased  as  grade  level  increased 
(from  75%  in  the  9th  grade  to  49%  in  the 
12th  grade)  while  alcohol  and  drug  use 
increased  as  grade  level  increased  (from 
13%  in  the  9th  grade  to  31%  in  the  12th 
grade). 

-  Among  sexually  experienced  students, 


30%  used  withdrawal  or  no  contraception 
the  last  time  they  had  intercourse. 

Four  of  the  major  STDs  of  concern  in 
Massachusetts  are  Chlamydia,  Gonorrhea, 
Syphilis  and  HIV/ AIDS.  Pertinent  statistics 
regarding  each  are  as  follows: 

CHLAMYDIAL  INFECTIONS 

-  From  1990  to  1992,  rates  of  chlamydial 
infections  decreased  20%  in  all  ages,  but 
only  decreased  10%  in  the  15  to  19  year 
olds. 

-  In  1992,  nearly  a  third  of  all  chlamydial 
infections  were  reported  within  this  age 
group  (2808  out  of  9804). 

-  In  1992,  the  rates  of  chlamydial  infections 
were  4  times  higher  in  the  15  to  19  year 
old  than  among  all  ages. 

-  Rates  were  11  times  higher  in  black  teens 
and  6  times  higher  in  hispanic  teens. 

GONOCOCCAL  INFECTIONS 

-  From  1990  to  1992,  rates  of  gonorrhea 
have  decreased  dramatically:  down  52.4% 
in  all  age  groups  and  56%  in  15  to  19  year 
olds. 

-  In  1992, 18%  of  all  gonococcal  infections 
were  reported  within  this  age  group  (661 
out  of  3580). 

-  In  1992,  the  rates  of  gonorrhea  were  2.7 
times  higher  in  the  15  to  19  year  olds  than 
in  all  age  groups. 

Rates  were  much  higher  in  black  teens 
(1071.4  per  100,000)  and  hispanic  teens 
(278.8  per  100,000)  than  white  teens  (25.7 
per  100,000). 

SYPHILIS 

-  From  1990  to  1992,  rates  of  syphilis 
decreased  39%  in  all  age  groups  and  38% 
in  the  15  to  19  year  olds. 
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-  In  1992,  8%  of  all  cases  of  early  syphilis 
(primary,  secondary  and  early  latent) 
were  reported  within  the  15  to  19  year  old 
group. 

-  In  1992,  the  rates  of  syphilis  were  slightly 
lower  (14.4  vs  17.3)  in  the  15  to  19  year 
olds  than  in  all  age  groups. 

-  Rates  were  higher  in  black  teens  (117  per 
100,000)  and  in  hispanic  teens  (39.8  per 
100,000)  than  in  white  teens  (1.9  per 
100,000). 

HIV/AIDS 

HTV  infections  are  not  reportable  to  DPH  in 
Massachusetts.  We  must  review  other 
sources  of  information  in  order  to  gauge 
the  prevalence  of  HIV  infections  among 
youth.  The  premier  source  of  HTV 
inference  data  is  from  cases  of  AIDS 
reported  to  the  DPH. 

-  18.7%  of  all  AIDS  cases  (1116/5744 
through  March  1993)  were  between 
the  ages  of  13-29. 

-  Although  hemophilia  was  the  major 
risk  factor  in  the  13-19  age  group 
(accounting  for  68%  of  cases),  only 
7.8%  of  20-24  year  olds  and  1.5%  of 
25-29  year  olds  had  hemophilia. 

-  Homosexual  or  bisexual  males 
comprised  36%  of  AIDS  cases  20-24 
years  old  and  55%  of  those  25-29 
years  old. 

-  IV  drug  users  comprised  27%  of 
AIDS  cases  in  the  20-24  year  group 
and  23%  of  those  25-29  years  old. 

-  Heterosexual  transmission  accounted 
for  8%  of  AIDS  cases  in  the  20-24 
year  group  and  5.5%  of  those  in  the 
25-29  year  group. 

Because  of  the  long  incubation  period  from 
HIV  infection  to  the  development  of  AIDS, 
it  can  be  inferred  that  many  persons 


acquired  the  infection  before  age  20  years. 
Because  STD's  and  HTV  infection  may  be 
transmitted  in  the  same  way  and  because 
the  presence  of  an  STD  increases  the 
likelihood  of  HIV  transmission,  teens 
infected  with  STD's  are  at  high  risk  of 
acquiring  HIV. 

The  recent  trend  of  decreasing  rates  of 
sexually  transmitted  diseases  in 
Massachusetts  is  encouraging.  Additional 
reductions  in  disease  rates  will  require 
targeting  prevention  efforts  to  high  risk 
groups  especially  adolescents.  Sexually 
transmitted  diseases  in  adolescents  is  a 
multifaceted  problem.  Adolescence  is  a 
period  in  life  that  is  characterized  by  risk- 
taking  and  a  sense  of  invulnerability.  The 
teen  is  often  unable  to  anticipate  or  prevent 
potentially  harmful  consequences.  During 
those  years,  self  expression, 
experimentation,  independence  and  peer 
acceptance  are  very  important.  All  of  these 
factors,  and  additionally  increased  physical 
susceptibility,  make  teens  particularly  at 
risk  for  all  STD's  including  HIV.  Although 
abstinence  effectively  prevents  sexually 
transmitted  diseases  and  should  be 
promoted,  it  must  be  realized  that  sexual 
activity  is  widely  prevalent  among  teens. 
Information  must  be  provided  about  risks 
of  sexual  activity  and  methods  of 
preventing  infection  in  teens  who  cannot  be 
persuaded  to  abstain  from  sexual 
intercourse.  When  appropriate  adolescents 
may  be  encouraged  to  use  condoms  for 
prevention  of  STD's.  They  must  be  made 
aware  that  many  STD's  are  asymptomatic 
but  may  still  cause  damage  and  can  still  be 
transmitted.  Finally,  they  should  have 
access  to  confidential,  non-judgmental  and 
sensitive  health  care  that  includes  STD 
services  and  where  they  can  feel 
comfortable  discussing  issues  surrounding 
sexuality.  Collaboration  between  public 
health  professionals,  school  health  officials, 
community  leaders  and  health  care 
providers  is  essential  in  addressing  the 
problem  of  adolescents  at  risk. 

The  Division  of  STD  Control  in  MDPH  is 
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eager  to  collaborate  with  school  health 
officials  to  address  this  issue.  We  contract 
for  sensitive  and  confidential  clinical 
services  that  are  located  throughout  the 
State.  By  law,  a  minor  may  be  seen, 
examined  and  treated  at  an  STD  clinic 
WITHOUT  parental  or  guardian  consent. 
Also  by  law,  DPH  automatically  pays  for 
all  STD  services  performed  for  minors  in 
STD  clinics.  Therefore,  no  bills  are  sent  to 
the  home  or  to  the  insurance  company  or 
health  plan.  In  addition,  Medicaid 
recipients  do  not  need  a  referral  from  their 
primary  care  provider  in  order  to  be  seen 
at  an  STD  clinic. 

The  Division  also  serves  as  a  speaker's 
bureau  for  public  and  professional  groups. 
We  provide  STD  updates  to  schools  and  to 
health  professionals,  as  well  as  provide 
data  that  is  frequently  used  in  health 
classes  and  in  public  policy  debates  (e.g., 
condom  availability  in  schools.)  We 
welcome  your  calls  (617-522-3700,  Ext. 
407,408)  and  would  be  happy  to  provide 
additional  information  about  our  services 
and  discuss  with  you  how  they  may  be 
tailored  to  your  needs. 


Adolescents  at  Nutritional  Risk 

by  Maria  Bettencoort 


Common  Adolescent  Nutrition  Concerns: 

Adolescence  is  characterized  by  a  period  of 
intense  physical  growth  and  development 
as  well  as  significant  psychosocial  changes. 
Except  for  infancy,  growth  during 
adolescence  is  more  rapid  than  at  any  other 
time  of  life.  About  15%  of  full  adult  height 
and  50%  of  adult  weight  is  acquired  during 
adolescence.  This  rapid  growth  rate 
requires  significant  increases  of  nutrients 
and  calories. 

In  general,  teen's  diets  often  fall  below 
recommended  levels  of  certain  nutrients 
vital  to  growth.  Their  erratic  eating 
patterns  of  skipped  breakfasts,  crash  diets, 


snacking,  irregular  meals  and  frequent 
dining  on  fast  foods  not  only  impact  their 
immediate  health,  but  there  is  very  strong 
evidence  that  points  to  its  later  impact  on 
adult  health  status.  Research  has  illustrated 
the  relationship  of  early  nutritional  status  and 
cardiovascular  disease,  diabetes  mellitus  and 
some  cancers. 

Nutrient  deficiencies  affect  all  youngsters  in 
all  socioeconomic  groups  but  are  worse 
among  the  poor  and  minority  groups. 
Females,  who  consume  fewer  calories  and 
are  more  likely  to  go  on  unbalanced  fad 
diets  to  lose  weight,  tend  to  have  more 
serious  deficiencies.  Teens  who  become 
pregnant  are  also  at  increased  risk  because 
of  the  extra  nutrient  needs  of  the  fetus. 
The  most  common  form  of  malnutrition 
among  teens  is  overnutrition  leading  to 
obesity.  Excessive  weight  gain  during  the 
teen  years  can  lead  to  a  lifetime  weight 
problem.  About  10%  of  adolescents  are 
significantly  obese.  Many  more  are 
considered  overweight  (15%  -  25%).  The 
typically  high  fat  diets  from  fast  food 
restaurants,  vending  machines,  and  other 
convenience  products  contribute  to  obesity. 
Lack  of  physical  activity  and  increased  time 
spent  in  front  of  the  television  set  also 
contributes  to  increased  obesity  in  teens. 

At  the  other  extreme,  fear  of  obesity  can 
lead  to  a  distorted  body  image,  poor  eating 
habits  and  a  propensity  towards  fad  diets. 
By  the  beginning  of  the  adolescent  period, 
girls  are  often  preoccupied  with  their 
weight  status.  In  addition,  adolescents  who 
participate  in  sports  such  as  ballet, 
gymnastics  and  long  distance  ninning, 
activities  that  emphasize  a  very  slender 
body,  may  erroneously  assume  that  they 
need  to  decrease  their  food  intake  for 
optimum  performance  at  a  time  when  extra 
nutrients  are  needed.  It  has  been  estimated 
that  as  many  as  5%  of  high  school  girls 
may  be  victims  of  anorexia  nervosa,  a 
severe  form  of  disordered  eating.  This 
disease  is  characterized  by  excessive  weight 
loss  and  cessation  of  the  menstrual  cycle 
due  to  the  adolescent's  severe  restriction  of 
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food.  It  is  believed  that  this  disorder  is  the 
result  of  a  subconscious  attempt  by  the 
young  female  to  exert  control  over  a  life 
that  may  seem  out  of  control  for  her. 
Anorexia  bulimia  is  another  form  of 
disordered  eating  characterized  by  bouts  of 
hinging  and  purging  through  vomiting 
and /or  the  use  of  laxatives.  Bulimics  have 
a  higher  reported  incidence  of  other 
reckless  behaviors  such  as  alcohol  and  drug 
abuse  and  irresponsible  sexual  activity. 
This  disorder  is  considered  to  be  much 
more  prevalent  than  anorexia  nervosa. 
Girls  that  have  either  of  these  two 
disorders  often  engage  in  extremely  severe 
exercise  patterns  as  a  way  to  keep  weight 
off.  Although  there  is  treatment  available 
for  both  these  diseases,  anorexia  nervosa  is 
much  harder  to  treat  because  the  female 
often  is  very  resistent  to  treatment.  Both  of 
these  disorders  can  become  life  threatening 
if  not  treated  early.  The  best  cure  for  either 
of  these  disorders  is  prevention. 

Calcium  and  iron  are  two  key  nutrients 
that  are  often  found  lacking  in  teen  diets. 
Nearly  half  of  what  eventually  becomes  the 
adult  skeleton  is  formed  during 
adolescence.  This  bone  mass  results  in 
optimum  bone  status  at  menopause  for 
women,  reducing  the  chances  of  the 
development  of  osteoporosis.  In  fact, 
research  shows  that  increasing  bone  mass 
by  as  little  as  5%  before  reaching  age  30 
when  bone  density  peaks,  can  reduce  the 
chances  of  suffering  broken  bones  later  in 
life  by  as  much  as  50%.  Unfortunately, 
dietary  calcium  intake  among  teenagers, 
especially  girls,  decreases  during  the  time 
of  most  need.  It  has  been  found  that  over 
one-half  of  girls  and  one-third  of  boys 
between  the  ages  of  12  years  to  18  years, 
take  in  less  than  the  recommended  1200 
mg/day  of  calcium.  The  substitution  of 
carbonated  beverages  and  other  soft  drinks 
for  milk  only  exacerbates  the  problem  as 
the  excessive  intake  of  phosphorus  in  the 
drinks  reduces  the  body's  ability  to  use 
what  little  calcium  is  consumed. 

Iron  is  a  key  nutrient  needed  for  the 


development  of  new  muscle  tissue, 
increased  hemoglobin  to  carry  oxygen  to 
body  tissues  and  to  replace  the  iron  loss 
that  girls  have  through  their  menstrual 
cycles.  Lack  of  iron  in  the  diet  can 
interfere  with  growth  and  produce 
symptoms  of  iron  deficiency  anemia  -  lack 
of  energy  and  increased  susceptibility  to 
infection.  Females  are  especially  vulnerable 
to  having  poor  iron  stores  due  to  their 
tendency  to  frequent  dieting  to  stay  slim. 
Males  are  more  susceptible  in  the  early 
adolescent  stage  when  appetites  may  not 
have  increased  sufficiently  to  meet  nutrient 
needs. 

It  is  not  uncommon  for  adolescents  to  be 
lacking  in  other  nutrients  including 
vitamins  A  and  C  and  certain  B  vitamins 
(thiamin  and  folacin).  Folacin  is  an 
especially  important  vitamin  for  the 
pregnant  teen  as  lack  of  it  has  been 
associated  with  neural  tube  defects  in 
newborns.  Fiber  is  also  often  lacking  in  the 
teen  diet  due  to  the  fast  foods  consumed. 
Sodium  intake  tends  to  be  excessive  for  the 
same  reasons.  The  key  to  all  these 
nutritional  deficiencies  is  prevention 
through  health  promotion.  Schools  are  in 
a  position  to  play  a  key  role  in  promoting 
healthy  eating  habits  in  the  teen 
population. 

What  Can  Schools  Do? 

•  Complete  a  comprehensive  health 
assessment  of  your  student 
population.  Include  key  nutrition 
questions. 

•  Develop  a  nutrition  policy  in  your 
school.  Use  the  "Healthy  People 
2000  National  Health  Promotion  and 
Disease  Prevention  Objectives"  as  a 
guide  for  developing  your  school's 
individual  nutrition  related  objectives. 

•  Maintain  an  ongoing  monitoring 
system  that  can  identify  health 
problems  before  they  become 
magnified  (e.g.  disordered  eating  — > 
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anorexia  nervosa). 

Collaborate  with  medical  providers  in 
your  community  to  establish  school- 
based  health  centers.  Ensure 
consistent  health/nutrition  messages 
are  provided  through  these  centers. 

Incorporate  into  curricula  information 
about  healthful  eating  patterns  at  all 
grade  levels  (preschool  -  high  school). 

Emphasize  American  dietary 
guidelines  and  the  relationship 
between  eating  patterns  and 
development  of  chronic  diseases. 

Use  influential  staff  such  as 
coaches-and  trainers  to  reinforce 
healthy  eating  patterns  and  discourage 
unsound  practices. 

Participate  in  school  breakfast  lunch 
and  summer  feeding  programs. 
Ensure  that  foods  provided  through 
these  programs  provide  the 
recommended  dietary  allowances 
(RDAs)  and  follow  the  American 
dietary  guidelines  (30%  fat, 
10%  saturated  fat,  reduced  salt  & 
sugar).  Work  to  remove  the  stigma  of 
these  programs. 

Use  the  school  cafeteria  to  promote 
healthy  eating  practices.  Provide  food 
that  is  both  appealing  and  healthy. 
Offer  nutrition  education  activities  in 
the  cafeteria. 

Improve  the  quality  of  other  foods 
sold  in  the  school  (e.g.  vending 
machines,  student  stores,  fund  raisers). 

Offer  nutrition  education  programs 
for  all  school  staff.  Emphasize  the 
Dietary  Guidelines  for  Americans  and 
the  relationship  between  nutrition  and 
chronic  disease. 

Offer  parents  and  caregivers  nutrition 
education  programs.  Focus  on  what 


their  role  can  be  in  optimizing  the 
nutritional  health  of  their  children. 

•  Ensure  that  physical  education  is 
integrated  into  school  curricula. 
Incorporate  the  importance  of  physical 
activity  as  part  of  healthy  lifestyle. 

•  Know  your  community's  food /nutrition 
resources.  Refer  students  and  families  to 
these  programs  as  needed. 

•  Provide  parenting  classes  for  pregnant 
teens  and  incorporate  nutrition  as  an 
integral  component. 

For  additional  information  please  contact 
Maria  Bettencourt,  Director,  Community 
Nutrition  Outreach  and  Training  within  the 
Office  of  Nutrition  at  the  Massachusetts 
Department  of  Public 
Health  (617)  727-5822. 


Treatment  of  Adolescents 


The  relationship  of  parents  to  their 
adolescent  children  is  a  complex  one,  both 
personally  and  legally.  This  complexity  is 
reflected  in  the  issues  surrounding  consent 
to  medical  treatment.  The  purpose  of  this 
article  is  to  provide  basic  information  and 
identify  some  critical  issues,  while 
recognizing  that  there  may  not  be  easy 
answers  to  questions  which  may  arise. 
Specific  cases  should  be  discussed  with  your 
town  or  school  counsel. 

1.  Consent  by  minors. 

As  a  general  rule,  parents  retain  the  legal 
authority  to  make  decisions  concerning  a 
minor's  medical  care.  As  stated  by  the 
United  States  Supreme  Court,  "(i)t  is 
cardinal  with  us  that  the  custody,  care  and 
nurture  of  the  child  reside  first  in  the 
parents..."  Prince  v.  Massachusetts  321  U.S. 
158  (1944).  The  decision  of  the  parent  must 
be  based  upon  a  determination  of  the  best 
interest  of  the  minor.   Any  expression  of 
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preference  on  the  part  of  the  minor  is  to  be 
weighed  heavily.  Doe  v.  Doe,  371  Mass. 
272,  385  N.E.  2d  995  (1979). 

Statutes  and  case  law  have  carved  out 
significant  exceptions  to  the  general  rule. 
Massachusetts  General  Laws,  Chapter  112, 
section  12F  permits  emergency  examination 
and  treatment,  including  blood 
transfusions,  when  delay  will  endanger  the 
life,  limb,  or  mental  well-being  of  the 
minor.  This  statute,  referred  to  as  the 
"emancipated  minor  act",  also  permits  a 
minor  to  consent  to  medical  or  dental  care 
if  the  minor  is: 

♦  Married,  widowed  or  divorced; 

♦  The  parent  of  a  child; 

♦  A  member*of  the  armed  forces; 

♦  Pregnant  or  believes  herself  to  be 
pregnant; 

♦  Living  separate  and  apart  from  parents 
or  a  legal  guardian  and  managing 
his/her  own  financial  affairs;  or 

♦  Reasonably  believing  him /herself  to 
have  come  in  contact  with  or  to  be 
suffering  from  a  dangerous  disease,  as 
defined  by  the  Department  of  Public 
Health,  and  seeking  diagnosis  or 
treatment. 

The  last  provision  permits  minors  to  be 
tested  and  treated  for  sexually  transmitted 
diseases.  In  addition,  although  the  issue  is 
not  settled,  guidelines  of  the  Massachusetts 
Department  of  Public  Health  on  Adolescent 
HTV  Counseling  and  Testing  interpret  c. 
112,  s.  12F  as  permitting  minors  who 
believe  themselves  to  have  been  exposed  to 
HIV  to  consent  to  testing. 

A  minor's  consent  to  treatment  may  also  be 
governed  by: 

♦  Specific  Massachusetts  laws  on  consent 
to  treatment  for  drug  dependence 
(cll2,s.l2E),  drug  treatment  where 
Department  of  Social  Service  is 
involved  (c.  111E,  S.13A),  alcoholism 
(clllB,  s.10),  and  admission  to  mental 
health  facilities  and  outpatient 


programs  (c.  123,  s.10); 

♦  C.  112,  s.  12S  on  consent  to  abortion; 

♦  The  "mature  minor  rule"  adopted  by 
Massachusetts  courts  for  some 
treatment  decisions.  Baird  v.  Attorney 
General  360  N.E.2d  288  (1977) 

2.  Disclosure  of  Medical  Information 
about  a  Minor 

Notifying  parents  or  school  officials.  A 
minor's  decision  to  seek  treatment  under 
the  statutes  above  raises  difficult  issues 
with  respect  to  notifying  parents  and  school 
officials.  The  law  contains  numerous 
restrictions  on  release  of  information  which 
may  apply  to  nurses  in  certain  situations. 
For  instance,  the  statutes  above  generally 
protect  the  confidentiality  of  treatment 
records,  as  do  provisions  on  treatment  for 
substance  abuse  (42  CFR  2.14)  and  sexually 
transmitted  diseases  (c.  Ill,  s.  119).  In 
addition,  nurses  and  other  health  providers 
are  governed  by  c.  Ill,  s.  70F,  which 
prohibits  disclosure  of  HIV  testing  or  HIV 
test  results  without  the  consent  of  the 
person  tested.  There  is  also  a  duty  on  the 
part  of  various  professional  groups, 
including  physicians,  nurses,  psychologists 
and  educational  psychologists,  to  protect 
confidentiality.  Finally,  school  based  clinic 
personnel  fall  within  the  confidentiality 
restrictions  imposed  by  c.lll,  s.  70. 

Where  a  minor  consents  to  diagnosis  or 
treatment  pursuant  to  M.G.L.,  Chapter  112, 
section  12F,  a  physician  or  dentist  is 
required  to  protect  the  confidentiality  of 
related  records  or  information.  The  statute, 
however,  requires  notification  of  parents, 
foster  parents  or  a  legal  guardian  where  the 
condition  of  the  minor  is  so  serious  as  to 
endanger  life  or  limb. 

There  is  a  question  as  to  whether  school 
nurses  would  be  bound  by  the  same 
restrictions  on  disclosure  placed  on 
physicians  under  c.  112,  s.  12F  and  statutes 
imposing  confidentiality  upon  holders  of 
treatment  records.  Given  the  intent  of 
these  statutes  to  encourage  minors  to  seek 
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prompt  medical  treatment,  it  seems 
reasonable  to  assume  that  nurses  assisting 
in  the  provision  of  treatment  or,  less 
clearly,  referring  a  student  to  a  physician  or 
treatment  program,  are  bound  by  the  same 
duty.  As  with  physicians,  there  is  likely  to 
be  an  exception  to  confidentiality 
requirements  for  patients  creating  a  serious 
risk  to  themselves  or  others.  The  law  offers 
little  guidance,  however,  in  applying  the 
provisions  outlined  above  to  specific 
situations. 

A  disclosure  issue  arises  in  documenting 
medical  information  in  the  student  health 
record,  which  the  Department  of  Education 
regards  as  part  of  the  student  record.  Since 
this  record  may  be  viewed  by  parents  as 
well  as  teachers  and  other  school  officials, 
notation  in  the  record  may  result  in 
disclosure  without  the  consent  of  the 
student  One  way  to  avoid  this  possibility 
is  for  a  nurse  to  avoid  placing  sensitive  or 
clearly  protected  medical  information,  such 
as  HIV  status,  pregnancy,  mental  health 
treatment,  and  treatment  for  STDs, 
alcoholism,  and  substance  abuse  into  the 
health  record.  Instead,  such  information 
may  be  placed  in  the  personal  notes  of  the 
nurse.  The  Department  of  Education  has 
also  recommended  this  approach. 
Information  about  adolescents  with 
authority  to  seek  treatment  on  their  own 
would  then  be  disclosed  to  parents  or  other 
appropriate  health  or  school  personnel  only 
with  the  consent  of  the  student  or  in  an 
emergency. 

Notification  of  parents  by  school  officials 

To  some  extent,  the  responsibility  of  health 
professionals  to  safeguard  confidentiality 
appears  to  conflict  with  provisions  in 
educational  law  which  give  parents  broad 
access  to  information  held  by  school 
officials.  In  particular,  c.  71,  s.  56  imposes 
upon  a  school  committee  the  duty  to  notify 
parents  "if  a  child  is  found  to  be  to  be 
suffering  from  any  disease  or  defect..."  and 
c  71,  s.  55A  requires  school  officials  to 
notify  a  physician  or  send  home  a  child 


showing  signs  of  ill  health  or  infection  with 
a  dangerous  disease.  While  such  provisions 
may  impose  a  duty  upon  school 
administrators  to  notify  parents,  there  is  no 
reason  to  believe  that  such  general 
provisions  supersede  the  extensive  and 
often  specific  requirements  of 
confidentiality  imposed  upon  nurses  and 
other  health  care  professionals.  Moreover, 
if  the  aim  of  c.  71  is  to  encourage  minors  to 
obtain  treatment  by  involving  parents,  the 
intent  of  the  statute  would  be  satisfied  by 
a  minor  seeking  treatment  pursuant  to  the 
statutes  noted  above. 

3.  Summary 

This  brief  and  general  discussion  of  the 
complex  legal  issues  faced  by  school 
personnel  cannot  begin  to  answer  the  many 
difficult  questions  in  this  area.  In  general, 
anyone  facing  such  an  issue  should  avoid 
resorting  to  legal  bottom  lines.  The  issues 
are  obviously  very  personal,  and  often  have 
profound  consequences  for  the  relationship 
of  the  minor  and  parents  and  the  long  term 
well  being  of  the  minor.  Given  this,  it  is  far 
preferable  to  seek-  an  informal  resolution 
which  is  amicable  and  responsive  to  the 
needs  of  all  the  parties.  When  necessary, 
resolution  of  specific  cases  should  be  discussed 
■with  your  town  or  school  counsel. 


Model  School  Health 
Information  System 

hy  Sabine  Hedberg 

The  Massachusetts  Department  of  Public 
Health  (MDPH)  is  moving  forward  on  the 
planning  of  the  Model  School  Health 
Information  System,  through  a  three-year 
project  funded  through  a  grant  from  the 
Division  of  Systems,  Education  and 
Science/Maternal  and  Child  Health  Bureau 
(MCHB)  within  the  Federal  Department  of 
Health  and  Human  Services.  The  principal 
investigator  is  Deborah  Klein  Walker, 
Assistant  Commissioner,  and  is  jointly 
supervised  by  Anne  Sheetz  and  Marlene 
Anderka,  Project  Directors.  This  is  a  Title 


13 


V  funded  Region  I  grant,  managed  by 
Massachusetts  Health  Resource  Institute 
and  involves  all  six  New  England  States. 
Sabine  M.  Hedberg,  Project  Director,  was 
hired  in  late  March  and  Carol  Kronk, 
Research  Asst.,  came  on  board  in  early  July. 

The  project  purpose  is  to  develop  a 
national  prototype  health  information 
system  capable  of  standardizing  data 
collection  across  states  and  reporting  health 
status  indicator  data  from  grades  K-12  in 
the  public  schools  in  order  to: 

1.  Monitor  chid  and  adolescent  health 
status  (K-12)  and  set  the  school  entry 
as  the  first  uniform  data  collection 
point  after  birth. 

2.  Provide  the  capacity  for  school  health 
personnel  to  (a)  perform  needs 
assessment  within  their  local  school 
districts,  (b)  render  better  health 
services  to  school-aged  children  and 
adolescents,  (c)  increase  the  analytic 
capacity  at  the  state  and  regional 
levels. 

3.  Monitor  the  implementation  of  the 
state  mandated  programs  such  as 
postural  screening  and  vision  and 
hearing  screening;  and  expand  data 
availability  on  (a)  current  compliance 
with  regulations,  (b)  the  results  of 
screening,  and  (c)  the  follow-up  on 
children  identified  as  having 
problems. 

4.  Develop  adequate  information 
systems  capability  in  order  to  meet 
the  data  reporting  requirements  of 
Title  V  annual  reports  as  well  as 
other  state  and  federal  government 
programs  in  a  timely  and  efficient 
manner. 

5.  Develop  protocols  for  tracking 
systems  in  school  health. 


The  database  will  include  a  core  data  set  of 
standard  developmentally  appropriate, 
universal  health  status  indicators  for 
school-age  children  and  adolescents  that 
can  be  collected  and  reported  across  states. 
The  core  data  set  is  expected  to  include: 

1.  A  school-entry  health  data  set  which  can 
serve  as  a  baseline  for  tracking  school 
health  status  changes  over  time. 

2.  Specific  data  collected  to  generate 
prevalence  estimates  among  school 
children  such  as:  (a)  chronic  and  acute 
conditions,  diseases  and  disorders,  (b) 
social  morbidities,  etc. 

3.  Standard  benchmark  health  status 
indicators  reflecting  developmental  stages 
of  school-age  children 

Generally  speaking,  the  first  year  will  be 
devoted  to  systems  design  and  planning, 
the  second  to  implementation  and  the  third 
project  year  will  consist  of  an  extensive 
project  evaluation.  In  the  second  year,  the 
model  system  will  be  tested  in  several  pilot 
sites  in  Massachusetts. 

Systems  design  will  be  conducted  through 
five  related  groups:  (a)  The  Region  I 
Advisory  Committee,  (b)  a  Massachusetts 
Steering  Committee,  (c)  the  Massachusetts 
Department  of  Public  Health  Project  Team, 
(d)  a  Technical  Group  and  (e)  Pilot  Site 
Planning  Groups. 

The  Region  I  Advisory  Committee  will  be 
comprised  of  staff  teams  from  each  of  the 
New  England  States  including  Title  V 
Directors,  representatives  from 
Departments  of  Education,  school  health 
leaders  and  senior  data  staff. 

A  Project  Update  report  will  be  provided  in 
each  upcoming  issue  of  the  newsletter.  If 
you  would  like  to  be  on  the  project  mailing 
list  or  if  you  have  questions,  please  call 
Sabine  Hedberg  for  more  information  (617- 
727-0944). 
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PERTUSSIS  AFFECTS 
SCHOOL  CHILDREN  STATEWIDE 

Massachusetts  Department  of  Public  Health 
Division  of  Epidemiology 


Pertussis  vaccine  only  protects  children  for 
5-10  years  after  the  last  dose  is  given, 
which  is  usually  on  entry  to  kindergarten. 
By  the  time  students  reach  middle  school 
and  high  school,  they  are  no  longer 
protected.  From  October  1992  through 
June  1993,  there  were  433  cases  of  pertussis 
(whooping  cough)  reported  in 
Massachusetts.  Of  these,  347  (80%)  were 
in  school  children  between  the  ages  of  5 
and  19  years.  An  outbreak  of  pertussis 
occurred  in  the  southeastern  region  of 
Massachusetts  during  the  fall  of  1992  when 
over  225  cases  (most  of  which  were  middle 
and  high  school  students)  were  reported. 
Another  outbreak  was  reported  this 
summer  in  western  Massachusetts  when  58 
cases  of  pertussis  were  reported  from  June 
9  through  September  7.  School  age 
children  accounted  for  52%  of  the  reported 
cases.  Twenty-four  of  these  cases  occurred 
in  students  attending  the  same  regional 
high  school  School  administrators  and  the 
school  nurses  have  assisted  in  the 
investigation  and  outbreak  control 
throughout  the  summer  months. 

Now  that  school  is  back  in  session,  more 
outbreaks  may  occur  in  schools  across  the 
state.  It  is  important  that  school  nurses 
and  health  care  providers  in  your 
communities  be  aware  that  pertussis  occurs 
frequently  in  school  age  children.  The 
older  children  and  adults  usually  do  not 
have  a  whoop  and  the  disease  resembles 
bronchitis.  All  children  presenting  with 
prolonged  cough  and  illness  should  be 


evaluated  for  pertussis. 

Annual  Survey  of  School  Immunization 
Levels 

The  forms  for  the  annual  survey  of 
immunization  levels  were  sent  to  all 
principals  on  September  3,  1993  with  a 
return  date  of  October  15,  1993.  The 
surveys  that  are  carried  out  each  year 
include:  kindergarten,  the  seventh  grade 
and  college  immunization.  If  you  have  not 
received  your  surveys  or  if  you  have 
questions  about  immunization 
requirements,  please  feel  free  to  call  your 
regional  immunization  epidemiologist  or 
regional  nurse  listed  below. 

Massachusetts  Department  of  Public  Health 
Division  of  Epidemiology 
State  Laboratory  Institute 
305  South  St  -  5th  Floor 
Boston  MA  02130 

Boston  Immunization  Office 

Regional  Epidemiologist:  Nancy  Harrington, 
(617)  534-5609 

Metro  Office,  Boston 

Regional  Epidemiologist:  Lisa  Berger,  M.P.H., 
(617)  522-3700,  X420: 

Regional  Nurse:  Jean  Franzini,  R.N.  (617) 
522-3700  X420 

Central  Region,  West  Boylston 

Regional  Epidemiologist:  Jack  Bicknell,  (508) 
792-7880 

Regional  Nurse:  Margaret  Regele,  R.N.  (508) 
792-7880 

Northeast  Region,  Tewksbury 

Regional  Epidemiologist:  Karen  Ogden,  R.N., 
(508)  851-7261 
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Regional  Nurse:  Bertha  Hopper,  R.N.,  (508) 
851-7261  X39  &  X40 

Southeast  Region 

Regional  Epidemiologist:  Joan  Thompson- 
Allen  R.N.,  Lakeville  -  (508)  947-1231 
Regional  Nurse:  Maureen  Hunger,  R.N  (508) 
947-1231 

Western  Region,  Amherst 

Regional  Epidemiologist:  Marija  Popstefanija, 

MS.,  M.P.H.,  (413)  545-6600 

Regional  Nurse.  Judith  Coates,  R.N.  (413) 

545-6600 

^'^.^.f^.i.:^::-^y-:r- .        ■.      "~  —————— 

SCREENING  PROGRAMS 
TRAINING  SESSIONS,  FALL  1993 

»k%y;.  :  

VISION  AND  HEARING 

The  School  Health  Unit  is  in  the  process  of 
setting  up  the  fall  1993  vision  and  hearing 
training  programs  statewide.  Pre- 
regi  strati  on  is  mandatory  to  attend  any  of 
these  sessions.  Screen  ers  working  in  the 
public  school  systems  of  the 
Commonwealth  are  given  preference.  For 
further  information  or  to  register,  call  Bill 
Doran  at  (617)  727-8510.  Conference 
locations  confirmed  to  date  are  as  follows: 

1.  CANTON  Canton  Board  of  Health 
Eliot  School  Building 
1492  Washington  Street 
Canton,  MA  (617)821-5021 
Tuesday,  November  2-Vision 
Tuesday,  November  9— Hearing 

2  HYANNIS  Cape  Cod  Child  Develop.  Cen. 
(Heads tart  Program),  66  School  St 
Hyannis,  MA  (506)778-4665 
Monday,  October  18-Vision 
Monday,  October  25— Hearing 
(Limit  12  persons) 


(Parking  in  Hyannis  is  available  in  the  lot  behind  the  building. 
Please  park  on  the  LEFT  side  of  this  rear  lot  only). 

3.  MELROSE   Franklin  School 
16  Franklin  Street 
Melrose,  MA  (617)979-3090 
Friday,  October  22— Vision 
Friday,  October  29— Hearing 

4  LAKEVILLE  Mass.  Dept.  Public  Health 
Southeast  Regional  Office 
Clear  Pond  Office  Building 
109  Rhode  Island  Road  (Rte  79) 
Lakeville,  MA  (508)947-1231 
Thursday,  October  21— Vision 
Thursday,  October  28-Hearing 

5.  WESTFIELD  Westfield  School  Dept.,  School 

Committee  Room,  22  Ashley  Street 
Westfield,  MA  (413)568-9592 
Wednesday,  October  20-Vision 
Wednesday,  October  27-Hearing 

6.  WEST  STOCKB RIDGE  Village  School 

Albany  Road 

W.  Stockbridge,  MA 

(413)  298-3021 

Tuesday,  October  19— Vision 

Tuesday,  October  26-Hearing 

POSTURAL  SCREENING 

The  Sargent  Clinic  at  Boston  University 
and  the  Massachusetts  Department  of 
Public  Health  will  be  arranging  four 
postural  screening  training  sessions  to  be 
held  during  the  fall  of  1993.  These  sessions 
will  be  scheduled  for  late  October  or  early 
November.  The  plan  is  to  conduct  one 
training  in  each  of  the  four  public  health 
regional  areas.  Scheduling  is  based  on  the 
availability  of  the  physical  therapy 
professors  from  Boston  University  with 
whom  the  Department  contracts  with  to 
perform  the  training  sessions.  Please 
contact  Tom  Comerford  (617)  727-0944  for 
further  information. 
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May  1992 


Assessing  Your  Comprehensive  School  Health  Program 

Last  month's  Issue  Brief  reported  that  as  few  as  5%  of  our  nation's  schools  currently  provide  comprehensive 
school  health  programs.  It's  time  to  assess  your  school's  health  program  to  determine  if  you  are  in  this  small 
minority.  On  the  back  page  of  this  Brief  is  an  individual  district  assessment  tool.  Take  a  minute  now  to  assess 
your  district's  program  by  placing  a  dot  reflecting  your  district's  emphasis  on  each  of  the  listed  components  of  a 
comprehensive  school  health  program.  After  rating  each  section  in  terms  of  emphasis,  connect  the  dots  to  get 
your  school  district's  EKG  of  school  health.  If  you  discover  a  highly  erratic  pattern  or  very  low  levels  of  activity, 
your  school  health  program  needs  serious  attention. 

With  increasing  demands  on  the  schools  and  decreasing  access  to  financial  resources,  it  is  important  to  prioritize. 
Effective  prioritizing  requires  information  about  what  is  most  needed  in  your  schools  and  communities.  How  will 
you  get  this  information?  There  is  a  range  of  methods  you  can  employ,  from  formal  surveying  to  casual  meetings 
and  one-to-one  discussions.  Whatever  method  you  choose,  it  is  crucial  to  get  as  much  community  input  as 
possible  to  ensure  community  consensus  and  clear  and  attainable  goal  setting. 

Methods  of  Ascertaining  Community  Student  Health  Concerns 

•  Conduct  public  opinion  polls  including  phone  surveys,  school  board  meetings  and  other  open  forums; 

•  Survey  parents,  teachers,  students  and  community  members; 

•  Collect  data  from  the  public  health  departments  concerning  local  health  services  and  needs; 

•  Make  a  point  of  talking  to  people  in  public  places  (e.g.  grocery  stores,  malls)  to  get  a  feeling  for  their  concerns. 

Methods  of  Disseminating  Information 

•  Hold  public  meetings,  send  out  a  newsletter,  use  local  news  media  to  report  the  results  of  your  community's 
needs  assessment  and  invite  public  input  into  the  planning  and  development  of  programs  to  meet  these 
needs. 


•    After  the  initial  report,  it  is  crucial  that  communication  lines  remain  open-monthly  or  semi-annual 

newsletters  or  periodic  public  meetings  on  subjects  of  concern,  for  example,  can  be  very  effective.  Be  sure 
the  community  feels  that  the  school  administration  and  school  board  are  open  to  citizen  participation  and 
questions.  An  open  and  free  flow  of  information  and  constructive  discussion  are  the  best  ways  to  manage 
controversy  and  ensure  community  involvement  and  commitment. 


For  more  information  contact: 

Betty  S.  Poehlman 
National  School  Boards  Association 
1680  Duke  Street 
Alexandria,  VA  22314 
(703)  838-6717 
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NSBA'S  COMPREHENSIVE 
SCHOOL  HEALTH  ASSESSMENT 

SCHOOL BOARD  POLICY  STATEMENT 

•  progiam  philosophy  chat  ties  student  health  to  community  health  concerns 

•  written  statements/goals  that  provide  direction  for  program  development 

•  policy/planning  that  supports  commitment  to  a  comprehensive 
approach  to  school  health  -  


CURRICULUM 
Heal  thEdncanon  Instruction 

•  age*  and  colturally-appi  cyi  iate  design  and  pnrsrnrarion 

•  arriving  rr>  impmv»*wd  maintain  h<»alfh  ftewlnp  rW»ri<im  ma  long  <lri11< 

•  instruction  which  covers; 

—  accident  yieveution  and  safety 

—  community hcalthresourcc availability 

—  consumer  health  - 


—  family  life  education  (growth/development) 
_  meaU/tanotioml  heahh/setf-estccfli  cuomcbbmb 

—  cnvironrncnral  health  


—  nutnnon  — 

-  hygiene. 


—  disease  prevention  and  control 

—  substance  use  and  ab  use 

•  inservice  training 

•  time  allotment  sufficient  for  instruction 
Physical  Frhirarton 

•  student  fitness 


SCHOOLHEALTH  SERVICES 

•  services  offered; 

—  itwiiiimiiJirinm 

—  vision  socca  jug 

—  hearing  screemng 
^BflQU  screening 

—  scoliosis  K  SPED  *ng 

—  blood  pressure  serf f.ning 

—  health  history 

—  growth/developrnrnr  asvssmffnr 

—  developmental  needs  appraisal 

—  speaal  heal  th  needs  appraisal 

•  physical  exams  for  athletes 

•  health  mvi  dgMBMBMDCB 

•  coonseling  and  referrals 

•  faculty  and  sraffhealth  programs 

•  hral  fh  promotion  pi  ogiams 


OTHER  CONCERNS: 
•  financial  


HEALTHYSCHOOLENVTRONMENT 
■  clean  school  Suilding  and  grounds, 
proper  lighting  and  ventilation 
dean  water 
proper  waste  dis 
safety  regulations  and  drills 
adherence  to  safety  codes 
sanitary  food  services 
nutritional  food  services 
tobacco-free/drug  -free  school  euvuouinent 
employee  heal  th/welln  ess  pro  grams  safe  and  healthy 
fflt,iii'7"rn^TlT  to  support  learning 


William  F,  Weld,  Governor 
Charles  D.  Baker,  Secretary 

David  H.  Mulligan,  Commissioner 
Deborah  Klein  Walker,  Assistant  Commissioner 

Linda  Jo  Doctor,  Division  Director 


Massachusetts  Department  of  Public  Health 
Bureau  of  Family  and  Community  Health 
Division  of  Prevention;  Youth,  Adult  and  Elder  Health 
School  Health  Unit 
150  Tremont  Street  3rd  Floor 
Boston,  MA  02111 
FAX  (617)  727-0880 


CENTRAL  OFFICE 


Anne  Sheetz,  Director 

Tom  Comerford,  School  Health  Coordinator 
•Alice  Morrison,  School  Health  Advisor 
Bill  Doran,  Vision  and  Hearing  Coordinator 
Bill  Powers,  Vision  and  Hearing  Specialist 
Janet  Burke,  Administrative  Secretary 


(617)  727-0944 
(617)  727-0944 
(617)  727-0941 
(617)  727-8510 
(617)  727-8510 
(617)  727-0944 


REGIONAL  SCHOOL  HEALTH  ADVISORS 


WESTERN  REGION 


CENTRAL  REGION 


Constance  Brown,  R-N.,  MEd. 
Massachusetts  Dept  of  Public  Health 
Bureau  of  Family  and  Community  Health 
23  Service  Center 
Northampton,  MA  01060 
(413)  586-7525  or 

1-800  445-1255  from  413  area  code  only 
FAX:  (413)784-1037  . 


Joanne  Buffington,  R.N.,  M.S. 
Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health 
180  Beaman  Street  (Route  140) 
West  Boylston,  MA  01583 
(508)  792-7880 
FAX:  (508)  792-7706 


NORTHEAST  REGION 

Margaret  Blum,  R.N.C.,  M.A. 

Massachusetts  Dept.  of  Public  Health 

Northeast  Regional  Health  Office 

Tewksbury  Hospital 

Tewksbury,  MA  01876 

(508)  851-7261  or  (617)  727-7908 

FAX:  (508)640-1027 


SOUTHEAST  REGION 

♦call  Alice  Morrison,  R.N.,  M.S.,  MPH 

Massachusetts  Dept.  of  Public  Health 

Southeast  Regional  Office 

109  Rhode  Island  Road 

Lakeville,  MA  02347-1349 

(508)  947-1231  Ext.  589 

FAX:  (617)  727-9296 
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The  Child,  the  School-and  Special  Health  Care  Needs 


Children  with  special  health  care  needs  are  children 
first.  They  are  members  of  families  and  communities. 
They  have  the  same  goals  in  education  as  any  child—to 
reach  their  full  potential  as  knowledgeable  citizens 
with  maximal  independence.  Yet  children  with 
diabetes,  asthma,  seizure  disorders,  and  arthritis,  to 
name  just  a  few,  also  face  the  special  daily  challenges 
of  illnesses  or  disabilities.  Given  a  supportive 
environment,  they  may  develop  strengths  which  can  be 
transferred  to  many  aspects  of  their  lives  and 
relationships.  Given  an  environment  in  which  they  are 
constantly  perceived  as  "different"  may  result  in  the 
opposite:  isolation  and  damage  to  emerging  self 
esteem. 

Children  with  special  health  care  needs  are  defined  as 
a  heterogenous  population  of  children  with  a  broad 
range  of  disabilities  and  chronic  illnesses,  all  having  in 
common  the  need  for  available  health  assessments  and 
specialized  health  services.  These  chronic  health 
conditions  may  necessitate  adaptations  for  daily 
functioning,  prolonged  or  periodic  hospitalizations 
and/or  special  services  in  educational  settings. 

Schools  face  increasing  challenges  as  they  strive  to 
bring  education  to  students  with  a  range  of  special 
health  care  needs.  During  the  last  twenty  years  the 
dual  forces  of  (1)  improved  technology  enabling  the 
survival  of  many  children,  and  (2)  enactment  of 
policies  promoting  education  in  the  least  restrictive 
environment  have  resulted  in  increased  numbers  of 
students  with  a  range  of  health  issues.  Many  schools 
attempt  to  respond  on  a  case  by  case  basis,  rather  than 
developing  a  comprehensive  health  care  program  for 
all  children. 

The  first  challenge  for  the  school  system  and  the 
educational  collaborative  is  to  conduct  a  needs 
assessment  to  determine  the  numbers  of  children  and 
adolescents  with  special  health  care  needs  and  the 


types  of  needs  so  that  services  can  be  planned  and 

implemented.  Such  a  needs  assessment  should  focus 
on  all  children  with  special  health  care  needs,  rather 
than  limiting  it  to  those  requiring  special  education 
services  and  individualized  education  plans.  The  few 
school  systems  which  have  systematically  implemented 
a  needs  assessment  have  been  startled  by  the  results: 
large  numbers  of  students  with  conditions  ranging 
from  asthma  and  bee-sting  allergies  to  organ 
transplants  and  cancer. 

The  second  challenge  rests  with  the  school  nurse:  to 
collaborate  with  families  and  health  care  providers  to 
develop  and  implement  an  individualized  health  care 
plan  (IEP)  which  addresses  the  child's  specific  needs. 
For  those  children  with  IEP's,  the  health  care  plan 
should  be  an  integral  part  of  that  plan  so  that  all 
services  are  coordinated  within  the  school  setting.  The 
health  care  plan  is  designed  to  ensure  that  the  child 
receives  the  services  he  or  she  needs  during  the  school 
day,  e.g.,  special  treatments,  health  assessments, 
medication  administration,  meanwhile  supporting 
his/her  participation  in  the  ongoing  activities  of 
classmates  as  appropriate,  such  as  sports  and  field 
trips. 

The  final  challenge  rests  with  all  national,  state  and 
local  agencies  concerned  with  health  and  education. 
As  more  children  with  health  care  needs  enter  the 
school  systems,  the  health  and  education  systems  must 
join  forces  to  develop  standards,  policy,  reimbursement 
systems,  and  coordination  with  community  providers 
to  promote  health  care  in  the  schools.  Our  goal  must 
be  to  ensure  that  all  children  receive  the  health  care 
they  need  as  they  participate  in  the  educational 
process.  Thank  you. 


Anne  H.  Sheetz,  R.N.,  M.P.H.,  C.N.A.A. 
Director  of  School  Health 


Five  percent  of  all  children  have  chronic  illnesses  or  disabling  conditions  and  require  specialized  health 
and  related  services..., 

-  "Mothers,  Infants  and  Children  at  Risk",  A  Report  of  the  Project,  Monitoring  the 
Massachusetts  Health  Care  System  for  Groups  at  Risk,  Dec.  1989. 
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News  Briefs 


RUBELLA  ALERT:  The  Massachusetts  Immunization  Program  under  it's  medical  director  Susan  M. 
Lett  M.D.,  M.P.H.,  has  issued  a  Rubella  Alert.  Seven  cases  of  rubella  have  been  reported  over  the  last 
two  months  in  the  northwestern  part  of  the  state  in  individuals  ranging  from  19  to  39  years  of  age.  Since 
rash  is  present  in  only  50%  of  cases,  it  is  difficult  to  estimate  how  many  cases  are  not  being  detected,  and 
which  parts  of  the  state  may  be  affected  by  this  outbreak.  For  more  information  and  to  report  suspected 
cases,  please  call  the  Massachusetts  Department  of  Public  Health/State  Laboratory  Institute/Immunization 
Program  at  (617)  522-3700  X420. 

BICYCLE  HELMET  LAW:  Massachusetts  has  recently  passed  a  bicycle  helmet  law  requiring  children 
twelve  years  of  age  and  younger  to  wear  bicycle  helmets.  The  law  goes  into  effect  March  8,  1994  and 
applies  only  to  children  operating  a  bicycle  or  being  carried  as  a  passenger  on  a  bicycle  on  a  public  way, 
bicycle  path  or  on  any  other  public  right-of-way.  The  Jnjury  Prevention  and  Control  Program  of  the 
Massachusetts  Department  of  Public  Health  has  video  and  print  resources  available  at  no  charge  to  assist 
you  in  your  bicycle  safety  education.  For  more  information,  please  contact  Janet  Doherty,  Resource 
Center  Coordinator,  at  (617)-727-1246  or  1-800-CAR-SAFE. 

"BEYOND  AIDS  101:  STRATEGIES  FOR  THE  SECOND  DECADE  OF  HrWAIDS,  FOCUS  ON 
ADOLESCENTS":  Conference  for  educators,  health  and  human  service  providers,  and  parents.  Offered 
by  the  Pediatric  HIV  Subcommittee  of  the  AIDS  Coalition  of  the  Merrimack  Valley  and  the  MVAHEC. 
To  be  held  March  23,  1994  from  8:30am  to  3:30  p.m.  at  Northern  Essex  Community  College. 

"WORDS  NOT  WEAPONS"  -  This  campaign  is  a  violence  prevention  training  initiative  of  the 
Department  of  Public  Health  that  teaches  conflict  resolution  through  peer  groups.  There  were  115  school 
systems  that  applied  and  24  were  chosen  to  participate.  The  first  tier  implementation  includes:  Boston, 
Cambridge,  Dedham,  Dracut,  Harvard,  Lawrence,  Mahar  Regional  (Orange),  Quincy,  Southbridge,  and 
Ware.  The  second  tier  implementation  includes:  Attleboro,  Dinman  Voc.  (Fall  River),  Douglas,  Dudley, 
Framingham,  Haverhill,  Holyoke,  Lowell,  Methuen,  Mt.  Greylock  Regional,  Peabody,  Revere,  Waltham, 
and  Worcester.  For  additional  information  please  contact  Selena  Respass,  Office  of  Violence  Prevention, 
MDPH  (617)  727-1246. 

OSTEOPOROSIS:  The  Massachusetts  Department  of  Public  Health  (MDPH)  is  initiating  a  state-wide 
education  program  on  the  prevention  and  treatment  of  Osteoporosis  or  'porous  bones.  Bone  is  a 
living  tissue  and  is  constantly  being  remodeled.  As  one  matures,  more  bone  is  removed  than  replaced. 
The  result  can  be  osteoporosis  if  the  bones  have  not  been  well  fortified  in  one's  early  years.  Building 
strong  bones  early  in  life  can  help  to  prevent  this  condition.  Schools  can  play  an  important  role  by 
providing  students  with  a  solid  foundation  of  health,  exercise  and  nutrition  information  and  lifetime  skills 
that  will  be  of  critical  importance  in  the  prevention  of  debilitating  conditions  like  osteoporosis.  For 
information  on  available  nutrition  educational  resources  or  materials,  contact  Stephen  Carey,  Nutrition 
Education  and  Training  Coordinator  at  the  Massachusetts ^Department  of  Education  (617)  388-3300  X498. 
To  receive  an  educational  packet  on  osteoporosis  or  to  have  individual  questions  answered,  call  the 
Massachusetts  Osteoporosis  Hotline  at  1-800-95  BONES.  For  additional  information  on  the  state-wide 
initiative  contact  Jeanne  Marie  DeGiacomo,  Coordinator  at  (617)  727-0945. 

TRANSPORTING  CHILDREN  WITH  SPECIAL  NEEDS  SAFELY:  A  slide  presentation,  "The  Safe 
Transportation  of  Children  with  Special  Needs",  is  available  on  loan  from  the  Massachusetts  Department 
of  Public  Health.  The  slides  cover  the  principles  of  safe  transportation,  protective  devices  currently 
available  and  the  federal  safety  standard  regulating  automotive  safety  devices.  Related  articles  and 
resource  lists  accompany  the  presentation.  The  slides  were  co-produced  by  the  MDPH  ,  the  American 
Academy  of  Pediatrics  -  Massachusetts  Chapter,  and  the  National  Easter  Seal  Society.  To  borrow  the 
slides,  please  contact  Janet  Doherty,  (617)  727-1246. 

NUTRITION  MONTH:  March  is  National  Nutrition  Month.  The  UMass  Cooperative  Extension,  in 
collaboration  with  the  Massachusetts  Dietetic  Association,  is  sponsoring  a  toll  free  Nutrition  Hotline.  Call 
1 -800-4FOOD44  to  have  your  questions  answered  on  nutrition  for  fitness,  the  new  food  label,  the  Food 
Guide  Pyramid  and  Food  Safety. 

The  Office  of  Nutrition  has  a  limited  number  of  nutrition  activity  coloring  books  developed  by 
McDonalds  in  cooperation  with  the  American  Dietetic  Association  that  can  be  sent  home  with  children 
to  reinforce  the  basics  of  health  eating.  The  activities  are  geared  for  grades  K-3.  Please  contact  Maria 
Betten court  at  (617)  727-5822  to  order  these  free  materials. 
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Guest  Contributor 


The  Division  for  Children  with  Special 
Health  Care  Needs  is  part  of  the  Bureau  of 
Family  and  Community  Health,  in  the 
Massachusetts  Department  of  Public  Health 
(MDPH).  The  Division  is  responsible  for 
promotion  of  high  quality,  comprehensive, 
community-based,  family-centered  systems 
of  care  for  the  state's  children  with  special 
health  care  needs.  Our  activities  entail  the 
identification  of  gaps  and  barriers  to  service 
and  an  ongoing  collaboration  with  public 
and  private  sectors,  including  schools,  and 
with  parents  to  advocate  and  facilitate  the 
development  of  community-based  services. 
Activities  of  the  Division  include: 

•  Needs  assessment,  to  determine 
where  there  are  key  gaps  in  services 
for  children  with  special  health  care 
needs; 

•  Planning  and  support  for  programs 
which  fill  those  gaps; 

•  Facilitation  of  parent  networks  and 
coalitions; 

•  Provision  of  technical  assistance  and 
training  for  health  care  providers, 
school  personnel,  agencies,  and 
families; 

•  Provision  of  case  management 
services  for  families  of  children  with 
complex  medical  problems; 

•  Funding  of  a  variety  of  family 
support  services; 

•  Coordination  and  administration  of 
the  statewide  Early  Intervention 
program; 

•  Coordination  of  the  MassCARE 
system  of  services  for  HIV-infected 
children  and  their  families; 

•  Coordination  of  multidisciplinary 
clinics  for  infants  and  children  with 
failure  to  thrive; 

•  Genetic  services; 

•  Information  and  referral  services; 


•  Dissemination  of  standards  to 
promote  family  centered  care; 

•  Development  of  educational  materials 
and  workshops  for  families, 
providers,  and  school  personnel;  and 

•  Implementation  of  projects  to  prevent 
secondary  disability  in  individuals 
with  disabilities. 


Several  division  programs  are  particularly 
relevant  for  school  personnel  and  parents 
of  school  children.  MDPH  Pediatric  Special 
Health  Care  Advisors,  in  conjunction  with 
staff  of  Project  School  Care  at  Children's 
Hospital  in  Boston,  are  available  for  in- 
school  consultation  on  the  development  of 
care  plans  for  technology  dependent 
children.  MASSTART,  as  this  service  is 
called,  promotes  full  inclusion  of  children 
with  special  health  care  needs  in 
community  life,  by  supporting  inclusive 
education. 

Over  the  past  two  years  the  division  has 
hired  parent  consultants,  who  work  with 
staff  in  department  regional  offices  to 
enhance  care  for  children  with  special 
needs,  focusing  on  outreach  to  other 
parents.  Parent  Consultants  can  be  a 
source  of  information  to  school  personnel 
and  parent  groups  and  support  for  parents 
grappling  with  issues  related  to  inclusion. 

Finally,  Case  Managers  in  each  DPH 
regional  office  can  provide  short-term  or 
ongoing  assistance  to  parents  in  relation  to 
either  a  specific  service  concern  or  a  need 
for  comprehensive  service  planning. 

Debby  Allen,  Director 

Division  of  Services  for  Children  with 

Special  Health  Care  Needs 
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Family  and  Community  Support 
Resources  for  Children  with 
Special  Health  Care  Needs 

by  Brunilda  Torres 


families  of  children  with  significant  special 
health  care  needs  may  need  many  services 
in  order  to  maintain  the  child  in  the  least 
restrictive  and  safest  living  situation.  Case 
managers  within  the  Family  and 
Community  Support  Program  of  the 
Division  for  Children  with  Special  Health 
Care  Needs  work  with  parents  to  ensure 
that  community  based  services  necessary  to 
sustain  the  child  at  home  are  available  and 
accessible.  Case  managers  help  families 
locate,  schedule,  and  coordinate  the 
delivery  of  these  services  with  the  least 
disruption  to  family  life.  In  addition  to 
assisting  with  obtaining  in-home  services, 
they  help  parents  and  schools  identify  and 
locate  the  services  necessary  to  provide  for 
a  positive  and  safe  school  experience. 
Negotiation  with  insurance  companies, 
transportation  services,  and  other  state  and 
private  programs  can  all  be  part  of  a  case 
manager's  job. 

For  children  with  life  threatening  or 
multiple  disabling  conditions,  referral  to 
case  management  may  occur  in  a  variety  of 
ways.  Hospital  discharge  personnel  and 
pediatric  specialty  providers  depend  upon 
this  program  for  access  to  and  monitoring 
of  home  based  services.  Prior  to  discharge, 
case  managers  initiate  contact  with  the 
family  of  a  hospitalized  child  with  special 
needs  to  plan  for  a  smooth  transition  to 
home  and  school.  Often  this  is  the 
beginning  of  a  long  term  case  management 
relationship,  since  families  with  medically 
complicated  children  require  frequent 
modifications  in  service  delivery. 

In  addition  to  the  intensive  assistance 
described  above,  case  managers  provide 
information  and  referral  and  short  term 
assistance  to  families  with  children  who 
have  a  chronic  medical  condition  and  need 
information  concerning  specific  services 


and  entitlement  programs.  Outreach  to 
families  of  SSI  eligible  children  is 
conducted  to  provide  information  on  other 
entitlements  and  on  support  activities  and 
programs.  Referrals  to  the  case 
management  unit  may  be  made  by  anyone 
concerned  about  services  to  a  child  with 
special  health  care  needs. 

Case  managers  also  offer  technical 
assistance  to  programs,  service  providers, 
and  individuals  seeking  information  about 
entitlements,  programs,  providers,  and 
services  geared  to  children  with  special 
health  care  needs.  Technical  assistance  can 
occur  by  telephone  on  case  specific 
concerns.  Training  about  entitlements  and 
services  to  children  with  special  health  care 
needs  is  also  provided. 

If  you  would  like  to  discuss  a  specific  case 
with  a  Massachusetts  Department  of  Public 
Health  case  manager,  please  remember  to 
obtain  a  release  of  information  prior  to 
contacting  us.  To  obtain  general 
information  about  services,  call  the  nearest 
regional  office  of  the  Department  of  Public 
Health  or  call  Brunilda  Torres,  Director  of 
Family  and  Community  Support  at  the 
central  DPH  office  (617)  727-6941. 


Special  Alert  to  School  Health  Personnel 
"SSI  CAN  MAKE  A  DIFFERENCE!" 

by  Gail  Havelick 


A  student  with  any  physical  and /or 
mental  impairments  that  can  be  medically 
determined  may  be  eligible  for 
Supplemental  Security  Income,  known  as 
SSI.  SSI  is  a  federal  monthly  cash 
assistance  program  of  the  Social  Security 
Administration  (SSA)  available  to  families 
of  children  who  are  blind  or  have 
disabilities.  In  Massachusetts,  children  who 
receive  SSI  benefits  automatically  qualify 
for  medical  coverage  through  Medicaid 
(MassHealth). 

Eligibility  for  the  SSI  program  depends 
upon  financial  need.  A  family  of  four  with 
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an  annual  income  of  just  over  $33,000  may 
qualify  for  SSI.  Even  families  who  have 
private  insurance  that  covers  some  of  the 
child's  medical  bills  may  benefit  from 
additional  coverage  from  MassHealth. 

In  past  years,  the  disability  standard  for  SSI 
had  been  very  limited,  keeping  many 
children  with  disabilities  from  qualifying 
for  the  program.  A  major  change  in  the 
disability  criteria  has  taken  place  as  a  result 
of  the  1990  U.  S.  Supreme  Court  Decision 
known  as  Sullivan  v.  Zebley.  Now,  the 
following  factors  must  be  considered  when 
deciding  SSI  eligibility: 

•  the  overall  functional  impact  of  a 
child's  impairments  on  the  child's 
daily  activities  and  age-appropriate 
behavior 

•  the  child's  dependence  on  medical 
equipment;  complications  of  medical 
treatment  which  may  interfere  with 
daily  activities;  side  effects  of 
medication;  frequent  medical  visits  or 
hospitalizations 

•  the  child's  ability  to  communicate, 
walk,  wash,  dress,  feed 
himself/herself,  attend  school 
regularly  and  play. 

In  addition  to  the  necessary  medical  reports 
from  physicians,  good  sources  of  evidence 
of  the  child's  functioning  are  day  care 
providers,  therapists,  teachers,  school 
nurses,  health  center/clinic  staff, 
counselors,  social  workers  and  parents.  If 
you  know  a  student  who  may  qualify  for 
these  benefits,  please  inform  his/her 
parents  of  the  following: 

In  order  to  apply  for  SSI,  parents  who  have 
low  income  and  resources  may  contact  the 
local  SSA  District  Office,  or  call  toll-free  1- 
800-772-1213.  Once  a  child  becomes 
eligible  for  SSI,  the  monthly  cash  benefit 
and  MassHealth  coverage  will  become 
retroactive  to  the  date  of  the  telephone  call. 

Families  found  to  be  over  the  income  or 
resource  limits  to  qualify  for  SSI,  they  may 


wish  to  enroll  in  the  state's  CommonHealth 
Program  for  Disabled  Children.  The  same 
disability  standard  would  have  to  be  met. 
The  family  will  pay  a  monthly  premium 
based  on  an  income  range  according  to 
household  size  to  receive  state-only 
MassHealth  coverage  for  their  child.  Call 
1-800-662-9996  to  receive  a  CommonHealth 
application  form  in  the  mail  from  the 
Massachusetts  Division  of  Medical 
Assistance,  . 

For  more  information  on  the  eligibility  and 
application  process  for  these  programs,  or 
for  the  current  SSI  income  limits  in 
Massachusetts,  contact  Gail  Havelick, 
Department  of  Public  Health,  Division  for 
Children  with  Special  Health  Care  Needs  at 
1-800-882-1435  or  (617)  727-8925. 


Children  with  HIV  Infection 
in  School 

by  Katie  Bond  and  Xandra  Negron 


Nationally  393,250  persons  have  been 
diagnosed  with  AIDS  as  of  September  30, 
1993.  Almost  5000  are  children  under  the 
age  of  13.1  Current  Massachusetts 
Department  of  Public  Health  data  indicate 
that  in  our  state  there  are  at  least  256 
children  with  HTV  infection,  71  of  whom 
have  AIDS.  124  (or  approximately  50%)  of 
the  256  children  and  youth  are  between  the 
ages  of  6  and  18.2 

Although  the  numbers  continue  to  grow, 
improved  diagnostic  techniques  and 
treatments  for  the  disease  have  extended 
children's  lives:  many  survive  into  their 
school  years,  some  even  to  their  teens. 
Their  quality  of  life  has  improved,  as  well. 
They  are  able  to  attend  school  for  longer 
periods  and  to  lead  "ordinary"  lives  under 
extraordinary  circumstances. 

Given  this  overall  picture,  it  is  probable 
that  you  have  or  will  soon  have  children 
with  HTV  infection  in  your  school  system. 
What  are  some  of  the  issues  that  need  to  be 
addressed  to  best  serve  these  children  and 
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their  families  in  the  school  setting? 

Basic  Right  -  First  and  foremost,  "Students 
with  AIDS  /HIV  infection  have  the  same 
right  to  attend  classes  or  participate  in 
school  programs  and  activities  as  any  other 
student."3,4'5 .  Unfortunately,  there  is  still  a 
need  to  remind  people  of  that  legal  right, 
and,  as  long  as  the  stigma  that  surrounds 
people  with  AIDS  remains,  these  laws  need 
to  be  in  place.  But  the  right  to  have  the 
same  opportunities  as  any  other  child  is  a 
basic  one.  What  about  issues  that  extend 
above  and  beyond  the  minimum  standard? 

Confidentiality  -  Students  with  HIV 
infection  have  the  right  to  keep  their 
medical  status  to  themselves;  the 
parents /guardian  does  not  have  to  tell  any 
school  personnel  of  their  child's  infection. 
Please  see  AIDS/HIV  Infection  Policies  for 
Early  Childhood  and  School  Settings.  If  the 
parents /guardian  wish  to  disclose,  they 
have  the  right  to  decide  whom  to  tell. 

There  may  be  good  reason  for  a 
parent /guardian  to  disclose  the  child's 
illness.  Children  with  HTV  infection  are 
more  at  risk  for  illnesses  than  are  healthy 
children,  and  it  may  be  helpful  for  the 
nurse  to  know  so  he/she  can  inform  the 
family  of  outbreaks  of  chicken  pox,  measles 
etc.  The  family  may  also  need  emotional 
support,  or  the  child  may  wish  to  talk  to 
schoolmates  about  his/her  illness. 
However,  any  further  disclosure  of  the 
student's  medical  condition  by  school 
staff  to  anyone  else,  "requires  the  specific, 
informed,  written  consent  of  the  student's 
parent(s)  or  guardian(s).'1*  State  guidelines 
suggest  that  this  written  consent  should  be 
kept  in  a  locked  file,  separate  from  other 
health  records  and  be  available  only  to  staff 
with  written  consent  to  read  it. 

If  a  child  takes  medication  during  the 
school  day,  such  as  AZT,  this  may  be  de 
facto  disclosure.  Even  so,  it  is  not 
appropriate  for  the  person  who  administers 
the  medication  to  ask  the  family  whether 
the  child  is  HTV  positive.  It  is  the  family's 


right  to  bring  up  the  subject  if  they  wish. 
Developmental  Delay  and  Behavior 
Change  -  Studies  show  that  up  to  90%  of 
HIV-infected  children  have  some  form  of 
developmental  delay7,  and  an  IEP  may  be 
needed.  If  the  delay  is  due  to  central 
nervous  system  infection  with  HTV,  the 
child  will  probably  regress 
developmentally.  There  can  also  be 
behavioral  changes,  such  as  depression, 
anger,  and  grief,  especially  if  he  or  she 
loses  a  parent  to  AIDS,  In  all  likelihood,  it 
will  be  hard  for  the  family  to  deal  with  the 
behavior—perhaps  to  admit  that  it  is 
happening  at  all.  School  personnel  should 
alert  a  family  if  they  notice  unusual 
behavior  or  loss  of  milestones  so  the  child 
may  receive  needed  services  as  soon  as 
possible. 

Progression  of  Illness  -  Because  of 
recurrent  illness,  children  may  need  periods 
of  home  instruction  and,  perhaps, 
eventually,  to  be  taught  at  home.  The 
school  can  continue  to  support  the  child 
and  family  by  helping  to  facilitate  this 
transition,  and,  as  the  disease  progresses, 
by  offering  emotional  support  and 
counselling.  School  personnel  should  also 
work  with  the  family  to  decide  on  the  best 
way  to  talk  to  the  student  body  and  staff 
about  the  child's  death. 

Universal  Precautions  -  All  school 
personnel  should  use  universal  precautions 
when  in  contact  with  body  fluids  in  a 
school  setting,  whether  or  not  you  know 
there  is  an  HIV-positive  student  in  your 
school.  Thorough  hand  washing  and 
cleaning  with  bleach  solution  lessens  the 
chance  that  an  immune-compromised 
person  (whether  with  HIV  or  not)  will 
become  ill  with  a  cold  or  "flu".  This 
practice  also  reduces  staff  risk  of  infection 
with  HIV,  as  well  as  other  viruses.  Please 
refer  to  Appendix  B  in  the  Updated  Medical 
Policy  for  complete  guidelines  on  universal 
precaution  procedures. 

You  may  have  heard  the  recent  reports  of 
transmission  of  the  HTV  virus  between  two 
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young  children  in  the  home.  Press 
coverage  of  the  situation  was  out  of 
proportion  to  the  event.  There  is  no  new 
evidence  that  HTV  can  be  transmitted 
through  casual  contact.  Most  probably, 
blood  of  the  infected  child  entered  broken 
skin  or  a  cut  of  the  other  child.  The  Centers 
For  Disease  Control  is  not  calling  for  any 
changes  in  its  universal  precautions 
guidelines  for  home  or  school  settings. 

These  topics  touch  on  some  of  the  issues 
involved  in  schools  being  able  to  provide 
the  best  education  possible  for  children 
living  with  HIV  infection.  Please  refer  to 
references  for  more  detailed  information. 
You  may  also  call  Division  for  Children 
with  Special  Health  Care  Needs  or  at  617- 
727-6941  or  the  Department  of  Education  at 
617-388-3300  ext.  393. 
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NUTRITION  AND  FEEDING  NEEDS 
OF  CHILDREN  WITH 
SPECIAL  HEALTH  CARE  IN  SCHOOLS 

by  Cynthia  Taft  Bayed,  RD,  MS 


Do  you  know  what  your  school  policy  is 
regarding  preparation  of  meals  for  children 
with  special  health  care  needs? 

Do  you  know  that  a  hungry  child  is  less 
likely  to  learn  and  more  likely  to  be 
disruptive  in  class? 

Have  any  of  your  school  personnel 
(teachers,  nurses,  administrators)  met  with 
the  school  food  service  personnel  to  discuss 
how  the  needs  of  children  on  special  diets 
will  be  met? 

Are  you  aware  that  there  is  an  exciting 
initiative  to  increase  awareness  and  skills 
of  school  personnel  to  better  meet  the 
nutritional  needs  of  children  with  special 
health  care  needs? 

Do  you  know  that  schools  are  mandated  to 
provide  modified  meals  to  children  with 
special  needs  at  no  extra  charge? 

If  your  response  is  "no"  to  any  of  the  above 
questions,  you  may  be  interested  in 
learning  more  about  how  your 
school /district  can  help  meet  the  dietary 
needs  of  children  with  special  health  care 
needs  (CSHCN). 

Growing  numbers  of  children  with  special 
feeding  and  dietary  needs  are  being 
integrated  into  schools.  Due  to  advances  in 
technology,  many  children  with  chronic 
diseases  and  handicapping  conditions  are 
surviving  to  live  healthy  normal  lives.  In 
order  to  achieve  both  a  healthy  and  normal 
life,  there  is  a  growing  need  at  both  the 
medical  and  community  service  level  to 
meet  their  health  needs  in  a  variety  of 
settings.  Nutritional  services  help  to 
promote  optimal  growth  and  health. 
Educating  yourself  and  your  peers  is  a 
critical  first  step  to  ensure  that  your  school 
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is  meeting  the  nutritional  needs  of  CSHCN. 
There  have  been  many  advances  in  health 
and  educational  services  for  CSHCN  within 
the  school  system,  but  until  recently  there 
was  little  emphasis  on  meeting  their  special 
nutritional  needs. 

Good  feeding  and  nutritional  practices  are 
a  necessary  part  of  health  promotion  for  all 
children.  They  are  even  more  important  for 
children  who,  due  to  their  special  medical 
condition,  may  require  additional  nutrients 
to  promote  growth.  Examples  of 
conditions  which  require  special  dietary 
intervention  are:  cerebral  palsy,  cystic 
fibrosis,  neurological  conditions,  diabetes, 
lactose  intolerance,  and  food  allergies. 
With  some  dietary  modifications  the 
nutritional  status  of  CSHCN  can  be 
improved.  Improved  nutritional  status  can 
help  them  to  cope  better  with  infections 
and /or  complications  imposed  by  their 
condition,  deal  more  effectively  with  daily 
activities  of  life,  and  tolerate  the  increased 
medical  and  physical  therapies  often 
necessary  to  promote  health  and  prevent 
other  secondary  diseases  from  occurring. 
Due  to  the  enactment  of  Public  Law  99-142 
(the  Education  of  all  Handicapped  Children 
Act  (1975))  and  Part  H  of  IDEA 
(Individuals  with  Disabilities  Education  Act 
(1992)),  there  is  a  growing  movement  to 
provide  education  in  the  least  restrictive 
environment.  For  many  children  this 
means  receiving  services  through  the  public 
school  system.  Many  CSHCN  are  eligible 
for  the  National  School  Lunch  and 
Breakfast  Program.  These  programs  are 
designed  to  provide  foods  to  meet  the 
nutritional  needs  of  children  on  regular 
diets.  Some  CSHCN  are  on  special  diets 
prescribed  by  their  physicians  which 
require  modifications  to  texture,  calories  or 
avoidance  of  certain  foods.  CSHCN  are 
often  under  the  care  of  a  registered 
dietitian  (RD)  or  nutritionist  who  works 
with  the  family  and  family  physician  to 
individualize  the  dietary  modifications, 
taking  into  consideration  the  child's  food 
preferences,  culture,  and  the  family's 
lifestyle.  Parents  of  children  with  special 


needs  have  a  wealth  of  knowledge  about 
their  child's  health  and  diet.  These 
individuals,  together  with  the  school  health 
and  food  service  personnel,  can  form  a 
dynamic  team  to  address  the  dietary  needs 
of  children  within  the  school  system. 

WHAT  CAN  YOU/YOUR  SCHOOL  DO? 

•  Contact  the  Child  Nutrition  Division 
of  the  Food  and  Nutrition  Service,  US 

.  Department  of  Agriculture,  3101  Park 
Center  Drive,  Alexandria,  VA  22303 
(703)  756-3620  to  find  out  more  about 
training  and  educational  activities. 

•  Contact  the  Nutrition  Programs  and 
Services,  Massachusetts  Department 
of  Education  for  technical  assistance 
on  how  your  school  food  service 
might  utilize  state  resources  (350 
Main  Street,  Maiden  MA  02148,  (617) 
388-3300,  ext.  498). 

•  Contact  the  Special  Needs  Nutritionist 
in  the  Office  of  Nutrition  at  the 
Massachusetts  Department  of  Public 
Health  (150  Tremont  Street,  Boston 
MA  02111,  (617)  727-5822).  Technical 
assistance  and  training,  as  well  as 
assistance  with  identifying  registered 
dietitians  with  special  needs 
experience  is  available. 

•  Conduct  a  needs  assessment  to  find 
the  strengths  and  gaps  in  your  town. 

•  Identify  parents  of  CSHCN  and 
school  personnel  in  your  school  to 
work  with  you  to  develop  a  plan  of 
action. 

•  Plan  a  meeting  of  the  school  food 
service,  health  and  principal,  parents, 
and  other  interested  staff  to  discuss 
what  your  school  can  do. 

•  Develop  a  plan  to  work  towards 
meeting  the  needs  of  the  children  in 
your  school. 
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•  Invite  a  local  registered 
dietitian /nutritionist  who  works  with 
special  needs  children  to  be  part  of 
your  working  group. 

•  Identify  educational  opportunities 
and  resources  to  help  you. 

RESOURCES 

Meeting  Their  Needs:  Training  Manual  for 
Child  Nutrition  Program  Personnel  Serving 
Children  with  Special  Needs.  US 
Department  of  Agriculture,  Food  and 
Nutrition  Service,  SE  Regional  Office, 
Atlanta  Georgia,  1993.  Limited  number  of 
copies  available  through  the  Office  of 
Nutrition,  Massachusetts  Department  of 
Public  Health,  Boston,  (617)  727-5822. 

"Care:  Special  Nutrition  for  Kids,"  20 
minute  videotape  on  feeding  children  with 
special  needs.  US  Department  of 
Agriculture,  Food  and  Nutrition  Service,  SE 
Regional  Office,  Atlanta  Georgia,  1993. 
Loan  copy  available  from  the  Nutrition 
Programs  and  Services,  Massachusetts 
Department  of  Education  (617)  388-3300 
ext.  498  or  Office  of  Nutrition, 
Massachusetts  Department  of  Public 
Health,  Boston,  (617)  727-5822. 

Horsley,  Janet:  Nutrition  Services  for 
Children  with  Special  Needs  Within  the 
Public  Health  System,  Topic  of  Clinical 
Nutrition  1988;3(3):55-60. 

Tisdale,  Deborah:  "Children  with  Special 
Health  Needs  and  The  National  School 
Lunch  Program."  Federation  News  Line, 
Vol  13(4),  May  1992.  Federation  for 
Children  with  Special  Needs.  95  Berkeley 
St.  Boston  Mass  02116. 

Nutrition  Management  for  Children  with 
Special  Needs  in  Child  Nutrition  Programs 
workshop  proceedings,  1992,  National  Food 
Service  Management  Institute.  The 
University  of  Mississippi,  PO  Box  Drawer 
1883.  University  IMS  38677-0188.  (800) 
321-3054.  Cost  $15.00. 


Horsley,  JW,  White,  PA  and  Allen,  ER: 
Nutrition  Management  of  Handicapped 
and  Chronically  111  School  Age  Children. 
Virginia  Department  of  Health  and  Virginia 
Department  of  Education,  1989. 

Rokusek,  C.  and  Heinrichs,  E.:  Nutrition 
and  Feeding  for  Persons  with  Special 
Needs:  A  Practical  Guide  and  Resource 
Manual,  2nd  ed.  South  Dakota  Department 
of  Education  and  Cultural  Affairs,  Office  of 
Child  and  Adult  Nutrition  Services,  1992. 

Rokusek,  C.  and  Heinrichs,  E.:  Nutrition 
and  Feeding  for  Persons  with  Special 
Needs:  A  Practical  Guide  and  Resource 
Manual.  Child  and  Adult  Nutrition 
Services,  Division  of  Education,  700 
Governors  Drive,  Pierre,  SD  57501-2291, 
(605)  773-3413. 

Cloud,  H.H.,  Feeding  the  Special  Needs 
Child:  A  New  Dimension  for  School  Food 
Service,  SFS  Research  Rev.  16:47-51,  1992. 


DIVISION  FOR  CHILDREN  WITH 
SPECIAL  HEALTH  CARE  NEEDS 
Additional  Resources 


Assoc.  for  the  Care  of  Children's  Health 

7910  Woodmont  Avenue,  Suite  300 
Bethesda,  MD  20813  (301)  654-6549  x327. 

Has  a  publisher's  catalogue  of  books  and 
pamphlets  for  and  about  children.  Holds 
an  annual  parent-professional  conference. 

National  Information  Center  for  Children 
and  Youth  with  Disabilities,  PO  Box  1492, 
Washington,  DC  20013  (800)  999-5599 

Is  an  information  clearinghouse  and 
publishes  a  catalogue  of  materials  for  use 
with  families.  Publishes  a  newsletter. 

Federation  for  Children  with  Special 
Needs 

95  Berkeley  Street,  Suite  104 

Boston,  MA  02116  (800)  331-0688  (in  MA) 

(617)  482-2915 


9 


Provides  technical  assistance  about 
educational  needs,  has  support  group 
information,  has  a  bibliography  of  selected 
readings  for  parents,  publishes  a 
newsletter,  provides  parent  trainings 
regarding  educational  rights. 

National  Organization  for  Rare  Disorders 
(NORD) 

100  Rt.  37,  P.O.  Box  8923 

New  Fairfield,  CT  06812  (800)  999-NORD 

Is  an  information  clearing  house  for 
disease-specific  information,  family 
networking,  orphan  drug  information. 

Clinical  Genetics  and  Child  Development 
Center 

Dartmouth-Hitchcock  Medical  Center 
One  Medical  Center  Drive 
Lebanon,  NH  03756-0001  (603)  650-6067 
contact:  Kim  Simard 

Has  disorder-specific  genetic  information 
for  parents  and  professionals  including 
educators.  There  may  be  a  fee  for 
information  requested. 

Project  School  Care 

Children's  Hospital 
Gardner  6,  300  Longwood  Avenue 
Boston,  MA  02114  (617)  735-6714 
contact:  Stephanie  Porter  or  Timaree  Bierle 

Provides  technical  assistance  in  integrating 
children  with  technology  dependent  needs 
into  schools.  They  also  have  an  extensive 
resource  collection  about  specific  conditions 
and  nursing  procedures. 

Additional  information  about  specific 
conditions  can  also  be  obtained  from  the 
national  association  for  the  specific 
condition  (i.e.  Spina  bifida  Association, 
American  Juvenile  Arthritis  Organization, 
for  example).  A  complete  listing  of  all  the 
national  organizations,  national  information 
and  advocacy  groups  and  federal  agencies 
can  be  found  in  the  January  1994  issue  of 
Exceptional  Parent  Magazine,  also  a  good 
continuing  resource  for  information.  The 


listing  contained  in  the  magazine  is  very 
extensive  and  some  of  the  information  in 
this  section  was  excerpted  from  it.  The 
magazine  may  be  available  in  your  public 
library  or  through  your  special  education 
administrator.  You  may  also  contact 
Exceptional  Parent  directly  at  1-800-535- 
1910  to  request  a  copy  of  the  January  issue 
only  that  contains  the  directory.  There  cost 
is  $19.95  and  $4.00  (shipping  and  handling). 


DIVISION  OF  EPIDEMIOLOGY 

by  Andy  McLure 


Meningococcal  meningitis  cases  rise 
in  winter 

Health  care  professionals  warned  to  be 
on  lookout 

Afeningitis  is  an  infection  of  the 
membranes  that  surround  the  brain  and 
spinal  cord.  One  serious  type  of  meningitis 
is  caused  by  the  bacteria  Neisseria 
meningitidis  and  is  known  as  meningococcal 
meningitis.  This  disease  occurs  mainly  in 
the  winter  and  early  spring.  While  rare,  it 
is  the  most  common  cause  of  meningitis  in 
young  adults. 

Symptoms  may  appear  suddenly  and  often 
include  high  fever,  severe  headache,  stiff 
neck,  nausea  and  vomiting.  People  with 
meningitis  need  immediate  medical 
treatment. 

About  5-20%  of  people  can  "carry"  Neisseria 
meningitidis  in  their  noses  and  throats 
without  being  sick.  Both  sick  people  and 
"carriers,"  however,  can  pass  the  bacteria  to 
others.  When  a  case  of  meningococcal 
meningitis  is  diagnosed,  close  contacts  of 
the  sick  person  should  take  an  oral 
medicine  called  rifampin  to  lower  the  risk 
of  the  spread  of  this  disease. 

Close  contacts  include  household  members 
and  friends  who  share  eating  and  drinking 
utensils.  Kissing  and  sharing  water  bottles 
would  also  be  considered  close  contact  and 
could  spread  the  disease. 
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The  best  way  to  prevent  spread  of  this 
disease  is  through  prompt  notification  to 
the  proper  health  authorities.  Due  to  the 
seriousness  of  this  illness,  there  is  often  a 
great  deal  of  concern  in  the  community. 
Providing  information  about  the  number  of 
cases,  the  symptoms,  and  recommended 
precautions  often  allays  fears. 

Stop-spread  information  for  schools: 

•  Immediately  notify  parents  and 
health  authorities. 

•  Ask  significantly  exposed  staff  and 
students  to  contact  their  health 
providers. 

•  Require  prophylaxis  of  close  contacts. 

•  Make  it  known  that  prophylaxis  does 
not  give  total  protection  against  the 
disease.  Anyone  who  develops 
symptoms  such  as  fever  or  headache 
requires  quick  evaluation  by  a  health 
care  provider. 

MVMA  DISTRIBUTES  RABIES 
CURRICULUM  -  The  Massachusetts 
Veterinary  Medical  Association,  with  the 
financial  support  of  SmithKline  Beecham, 
has  distributed  a  rabies  awareness 
curriculum  to  the  superintendents  of  public 
schools  throughout  the  state. 

This  program,  which  was  developed  by  the 
New  Jersey  Department  of  Public  Health, 
contains  activity  books,  teachers  guides, 
and  videotapes  about  rabies.  Teachers  and 
school  nurses  can  use  the  materials  in 
conjunction  with  the  educational  materials 
distributed  in  1992  by  the  Massachusetts 
Department  of  Public  Health. 

Additional  materials,  now  being  designed 
and  developed  cooperatively  by  the  MDPH 
and  the  Division  of  Fisheries  and  Wildlife, 
will  be  available  to  schools  by  early  spring. 


WALLET-SIZE  "SHOT"  RECORDS 
CONSIDERED  -  The  Massachusetts 
Immunization  Program  is  considering  using 
a  wallet-size  children's  immunization 
record.  The  record  now  used  is  the  "Blue 
Book"  health  and  immunization  record. 
Some  think  a  smaller  record  would  be 
more  convenient  for  parents.  We  would 
like  your  thoughts  on  the  switch.  Send 
your  comments  to  EPI  Update  at  305  South 
St.,  Boston,  02130,  or  call  us  at  (617)  522- 
3700  Ext.  420.  . 

PAYCHECK  IMMUNIZATION  FLYERS 
AVAILABLE  -  The  Massachusetts 
Immunization  Program  (MIP)  has 
developed  a  flyer  promoting 
immunizations  for  use  in  paycheck 
envelopes.  The  MO0  plans  to  distribute 
these  as  part  of  National  Preschool 
Immunization  Week,  in  April.  If  you  think 
your  school,  or  a  company  in  the  town  you 
serve,  would  be  interested  in  the  flyers, 
please  contact  the  MIP  at  (617)  522-3700 
Ext.  420. 

HEPATITIS  B  CONFERENCE  SET  FOR 
MARCH  -  A  conference  on  hepatitis  B, 
sponsored  by  Insta-Care  Health  Care 
Services,  will  take  place  March  24  from  8:45 
am  to  4:30  pm  at  the  Hyatt  Regency  in 
Cambridge.  For  more  information,  call 
Louisa  Paushter,  Coordinator  of  the 
Hepatitis  B  Prevention  Project,  at  (617)  522- 
3700,  x  420. 

CDC  IMMUNIZATION  COURSE 
PLANNED  FOR  JULY  -  The  Centers  for 
Disease  Control  and  Prevention  will  host  a 
course  on  vaccine-preventable  diseases  in 
the  Boston  area  from  July  19  to  21.  For 
information,  call  Pam  Lutz,  at  (617)  522- 
3700  Ext.  420. 

Educational  materials  available  from  the 
Bureau  of  Communicable  Disease 

Pamphlets:  The  immunization  pamphlets 
are  available  in  small  quantities  in  English 
and  Spanish.  A  Portuguese  version  will  be 
ready  soon. 
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Hepatitis  C  fact  sheet:  A  new  hepatitis  C 
fact  sheet  is  available.  It  answers  basic 
questions  about  the  risks  posed  by  the 
disease  and  talks  about  how  it  can  be 
prevented  and  treated. 

Contraindications  booklet:  A  booklet 
designed  by  the  Centers  for  Disease 
Control  and  Prevention  that  addresses  valid 
and  invalid  contraindications  to  vaccination 
is  available. 

For  information  about  immunization  educational 
materials,  call  us  at  (617)  522-3700  Ext.  420. 

Tuberculosis  control:  New  Publications... 

TB/HIV:  The  Connection  -  What  the  Health 
Care  Worker  Should  Know  (CDC  12/93). 
Originally  printed  in  1989,  this  revised 
booklet  contains  updated  information  on 
diagnosing,  preventing,  and  managing 
tuberculosis  (TB)  in  persons  with  HIV 
infection;  anergy  testing;  contact 
investigating;  MDR-TB,  and  preventing  and 
treating  TB  in  health  care  workers.  For  free 
copies  of  this  booklet  send  a  written 
request  to  TB  Control,  305  South  Street, 
Jamaica  Plain,  MA  02130  Attn:  David 
DeBiasi. 

A  complete  list  of  Tuberculosis  (TB)  educational 
materials  is  available  upon  request  at  (617)  522-3700 
Ext.  450. 

STD  control:  Versions  of  our  Sexually 
Transmitted  Diseases  (STD)  Information 
and  Assistance  pamphlet,  as  well  as  our 
fact  sheets  on  Syphilis,  Gonorrhea, 
Chlamydia  and  Partner  Notification,  are 
now  available  in  Spanish  and  Portuguese. 

How  Women  can  Protect  Themselves  from 
STD's  will  be  available  soon.  Fact  sheets 
on  Pelvic  Inflammatory  Disease,  as  well  as 
the  relationship  of  Human  papilloma  virus 
(HPV)  and  cervical  cancer,  will  also  be 
available  in  the  near  future.  Videotapes 
and  audiotapes  are  also  available. 


To  find  out  how  to  order  STD  informational 
material,  contact  Christie  Burke,  Coordinator  of 
Education,  (617)  522-3700  x  400. 

You  be  the  Epidemiologist! 

A  school  nurse  reports  to  your  board  of 
health  that  an  elementary  student  has  just 
presented  to  her  physician  with  a  fever  of 
102°  F,  cough,  conjunctivitis,  coryza  and 
rash  for  four  days.  The  doctor  is  making  a 
presumptive  diagnosis  of  measles.  She  also 
tells  you  the  child  was  not  immunized 
against  measles  for  medical  reasons  and 
had  just  returned  from  Mexico.  What  do 
you  do? 

The  vaccination  status,  travel  history  and 
presentation,  indicates  measles  should  be 
highly  suspected.  Because  it  is  so 
infectious,  control  measures  need  to  be 
implemented  before  serologic  confirmation 
is  obtained.  Measles  can  be  prevented  in 
susceptible  contacts  if  they  are  immunized 
within  72  hours  of  exposure. 

Therefore,  you  need  to  act  as  if  this  is  a 
confirmed  case.  The  child  should  stay 
home  for  four  days  after  the  rash  onset.  If 
serologic  confirmation  hasn't  been  obtained, 
a  specimen  should  be  drawn  day  >  3  of 
rash  and  sent  to  the  State  Laboratory 
Institute  for  IgM  antibody  testing.  You  also 
need  to  consider  all  who  may  have  been 
exposed  and  whether  they  have  proof  of 
immunity.  High  risk  and  unimmunized 
contacts  should  be  identified  immediately. 
Susceptibles  >  12  months  old  without 
contraindications  to  MMR  vaccine  should 
be  immunized  immediately.  IG  can  be 
given  to  those  who  cannot  receive  MMR. 
Finally,  anyone  without  proof  of  immunity 
and  not  vaccinated  within  72  hours  of 
exposure  should  be  excluded  from  public 
activities  from  days  5-18  after  exposure. 

Remember,  your  regional  immunization 
epidemiologist  should  be  notified  as  soon 
as  possible  by  phone  or  fax. 
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MASSACHUSETTS  TOBACCO 
CONTROL  PROGRAM 
DPH  COMPREHENSIVE 
SCHOOL  HEALTH  PROGRAM 


"A  healthy  youth  is  a  teachable  youth" 

A  comprehensive  school  health  program  is 
an  organized  set  of  school-based  and 
school-linked  policies,  procedures  and 
activities  designed  to  protect  and  promote 
the  well-being  of  students,  staff  and 
parents.  Key  components  of  a  school 
health  program  include  health  education, 
health  and  human  services,  a  healthy 
school  environment,  food  services,  physical 
education,  and  integrated  school  and 
community  health  promotion  programs, 
the  Massachusetts  Tobacco  Control 
Program  includes  funding  for  health 
education  and  health  services  in  school 
systems  across  the  Commonwealth. 

COMPREHENSIVE  SCHOOL  HEALTH 
EDUCATION  AWARDS  ($27  million) 

The  Department  of  Education  awarded 
nearly  every  school  district  in  the  state  a 
grant  to  develop  a  comprehensive  pre-K-12 
health  education  program  that  includes 
curriculum  instruction  offered  every  year  to 
all  students,  opportunities  for  students  to 
learn  positive  decision-making  and  positive 
behavior  change,  restructuring  of  guidance 
and  counseling  services  and  coordination 
with  health  and  human  services  in  the 
school  and  the  community.  Awards  range 
from  $13,000  to  $1,444,000  and  represent 
282  grants. 

COMPREHENSIVE  SCHOOL  HEALTH 
SERVICES  AWARDS  ($6  million 
annualized) 

The  Department  of  Public  Health  awards 
are  for  two  types  of  school  programs: 
enhanced  school  health  services  and  school- 
based  health  centers. 

ENHANCED  SCHOOL  HEALTH  SERVICE 


programs  incorporate  tobacco  prevention 
and  cessation  into  ongoing  school  health 
services  and  strengthen  the  existing  school 
health  program  by  providing 
comprehensive  needs  assessments, 
establishing  and  strengthening 
interdisciplinary  teams  at  the  school 
building  level,  establishing  referrals  and 
links  to  community  health  and  human 
service  providers,  and  implementing 
policies  for  emergency  care  and  infection 
control,  etc.  The  Department  of  Public 
Health  awarded  grants  to  36  school  systems 
for  these  school-linked  services. 

SCHOOL-BASED  HEALTH  CENTERS  are 
comprehensive  programs  on  school  sites  at 
the  elementary,  middle  and  high  school 
levels  which  deliver  primary  care  and 
human  services.  These  health  and  human 
service  centers  include  tobacco  prevention 
and  cessation  services  and  coordinate  with 
health  education  and  existing  school 
activities  as  well  as  link  to  all  community- 
based  services  for  youth  and  their  families. 
The  Department  of  Public  Health  made  35 
awards  to  22  health  providers  to  operate  14 
existing  school-based  health  centers  (12 
high  school,  1  middle  school  and  1 
elementary)  and  to  plan  for  21  centers  (11 
high  school,  5  middle  school  and  5 
elementary). 

PREVALENCE  OF  TOBACCO  USE  AMONG 
YOUTH  IN  MASSACHUSETTS 

*  Among  all  people  who  smoke,  90% 
began  before  age  19;  70%  by  age  17, 
and  50%  by  age  13. 

*  27%  of  all  students  reported  that  they 
had  smoked  cigarettes  regularly  at 
some  point  in  their  lives  (regular 
smoking  is  defined  as  smoking  at 
least  one  cigarette  a  day  for  30  days 
or  more).  This  proportion  more  than 
doubles  between  ninth  grade  (20%) 
and  12th  grade  (43%). 

By  12th  grade,  43%  of  adolescent 
women  have  smoked  regularly, 
compared  to  31%  of  adolescent  men. 


13 


*  "Spitting  tobacco"  such  as  chewing 
tobacco,  "snuff,"  dip/'  "pinch,"  "plug," 
"dirt,"  and  "chew"  (which,  like 
cigarettes,  cannot  legally  be  sold  to 
minors)  was  used  by  28%  of  12th 
grade  boys  in  1991  compared  to  only 
1%  of  adult  males. 

*  Women  less  than  18  years  of  age 
giving  birth  had  a  smoking 
prevalence  rate  of  25%. 

IMPACTS  OF  TOBACCO  USE 

In  1988,  21%  (11,305)  of  all  deaths  of 
Massachusetts  residents  aged  35  and 
older  were  attributed  to  smoking. 
These  deaths  caused  135,228  years  of 
potential  life  lost.  This  is  more  than 
the  number  of  years  lost  to  injury, 
suicide,  homicide,  AIDS,  and  alcohol 
related  causes  COMBINED. 

*  Nicotine,  the  chemical  in  tobacco  that 
gives  users  a  "buzz,"  is  an  addictive 
drug.  This  means  that  users  can 
develop  physical  and  psychosocial 
dependence  on  cigarettes  and 
smokeless  tobacco.  Addiction  to 
tobacco  is  comparable  to  heroin  or 
cocaine  addiction. 

*  The  vast  majority  of  high  school 
seniors  who  smoke  regularly  will  go 
on  to  smoke  as  adults  with  some  of 
them  quitting  with  difficulty  during 
their  middle  and  late  adult  years. 

*  From  the  day  a  child  begins  to  smoke 
regularly,  his  or  her  risk  to  all  known 
smoking  related  diseases  including 
cancer,  heart  attack,  stroke,  and 
emphysema  increases. 

*  Long  term  snuff  users  have  a  50% 
greater  risk  of  developing  oral  cancer 
than  people  who  do  not  use 
smokeless  tobacco  products.  Tobacco 
chewers  and  dippers  develop  irritated 
and  receding  gums,  which  increases 
the  chance  of  tooth  decay,  along  with 
painful  sores  and  stained  yellow 
teeth,  from  their  use  of  smokeless 
tobacco  products. 

*  Male  smokers  are  22  times  more 


likely  to  die  from  lung  cancer  than 
men  who  never  smoked.  Women 
smokers  are  12  times  more  likely  to 
die  from  lung  cancer. 

*  The  Environmental  Protection  Agency 
has  classified  environmental  tobacco 
smoke  as  a  Group  A  (a  know  human) 
carcinogen).  Benzene  and  asbestos 
are  other  substances  known  to  cause 
cancer  in  humans. 

*  Environmental  tobacco  smoke  is 
responsible  for  approximately  3,000 
lung  cancer  deaths  each  year  in  non- 
smoking adults. 

*  Exposure  to  environmental  tobacco 
smoke  leads  to  an  estimated  150,000 
to  300,000  cases  of  lower  respiratory 
tract  infections  (such  as  bronchitis 
and  pneumonia)  every  year  in  infants 
and  children  up  to  18  months  of  age 
alone. 

*  In  1988,  tobacco-attributable  illnesses 
were  estimated  to  cost  the  residents 
of  Massachusetts  over  one  and  a  half 
billion  dollars. 

Sources: 

1  Handbook  on  Smoking  Laws  &  Regulations  for 
Massachusetts  Communities.  (1991).  Massachusetts 
Department  of  Public  Health. 

2  Massachusetts  1992  Youth  Risk  Behavior  Survey, 
Department  of  Education. 

3  Burden  of  Smoking  on  Mothers  and  Infants.  (1993). 
Massachusetts  Department  of  Public  Health. 

Produced  by  the  Massachusetts  Tobacco  Control  Program, 
Massachusetts  Department  of  Public  Health,  January,  1994. 

Congratulations  to  the  following  school 
systems  who  received  awards  under  the 
MTCP.  These  schools  are: 

LIST  OF  36  ENHANCED  AWARDS 

Orange  Elementary  School  System 
Orange,  MA 

Hampshire  Educ.  Collaborative 

South  Hadley,  MA 

Pioneer  Valley  Reg.  School  District 
Northfield,  MA 

Springfield  Public  Health  Dept. 

Springfield,  MA 
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Hampden-Wilbraham  Reg.  School  District 
Wilbraham,  MA 

Cambridge  Dept.  of  Health  and  Hospitals 

Cambridge,  MA 

Triton  Reg.  Union  68  School  District 

Byfield,  MA 

Everett  Board  of  Health 

Everett,  MA 

Winchester  Public  School 

Winchester,  MA 

Town  of  E.  Longmeadow  and  E.  Longmeadow 
Public  Schools 

E.  Longmeadow,  MA 

Uxbridge  Public  Schools 

Uxbridge,  MA 

Hudson  Public  Schools 

Hudson,  MA 

Ashburnham  Westminster  Regional  School 

Westminster,  MA 

Fitchburg  Public  School 

Fitchburg,  MA 

Lunenburg  Public  School 

Lunenburg,  MA 

Revere  Public  Schools 

Revere,  MA 

City  of  Chelsea,  Board  of  Health 

Chelsea,  MA 

Minuteman  Reg.  Voc.  Tech.  High  School 

Lexington,  MA 

City  of  Lowell  Health  Department 

Lowell,  MA 

Wayside  Community  Program,  Inc. 

Framingham,  MA 

Brookline  Public  Schools 

Brookline,  MA 

Salem  Public  Schools 

Salem,  MA 

Saugus  Public  Schools 

Saugus,  MA 

Maiden  Public  Schools 

Maiden,  MA 

Lexington  Public  Schools 

Lexington,  MA 

Lawrence  Public  Schools 

Lawrence,  MA 

Burlington  Public  Schools 
Burlington,  MA 

C.  Berkshire  Regional  School  District 

Dalton,  MA 

Newton  Health  Department 

Newton  Centre,  MA 


New  Bedford  Public  School 

New  Bedford,  MA 

Duxbury  Public  Schools 

Duxbury,  MA 

Brockton  Public  Schools 

Brockton,  MA 

Cape  Cod  Regional  Technical  High  School 

Harwich,  MA 

Framingham  Public  School 

Framingham,  MA 

Boston  Public  Schools 

Boston,  MA 

Taunton  Public  School  System 
Taunton,  MA 


LIST  OF  29  School  Based  Health  Center 
(SBHC)  AWARDS 


River  Valley  Counseling  Center 

Holyoke,  MA 

North  Shore  Community  Health  Cen.,  Inc. 
Peabody,  MA 

Whidden  Professional  Practice  Assoc. 
Everett,  MA 

The  Maiden  Hospital 

Maiden,  MA 

MGH-Community  Health  Associates 
Chelsea,  MA 

Holy  Family  Hospital  and  Medical  Center 

Methuen,  MA 

Morton  Hospital  and  Medical  Center,  Inc. 
Taunton,  MA 

East  Boston  Neighborhood  Hlth  Cen. 
East  Boston,  MA 

Trustees  of  Health  &  Hospital/City  of  Boston 
Boston,  MA 

Brookside  Community  Health  Center 

Jamaica  Plain,  MA 

Mattapan  Community  Health  Center 
Mattapan,  MA 

Co  dm  an  Square  Health  Center,  Inc. 

Dorchester,  MA 

Baystate  Med.  Center 

Springfield,  MA 

The  Cambridge  Hospital 

Cambridge,  MA 

Somerville  Hospital 

Somerville,  MA 

Gr.  Lawrence  Family  Health  Center 

Lawrence,  MA 
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Lynn  Community  Health  Center 

Lynn,  MA 

Stanley  St.  Treatment  and  Resources,  Inc. 

Fall  River,  MA 

New  England  Medical  Center,  Inc. 

Boston,  MA 

Great  Brook  Valley  Health  Center,  Inc. 

Worcester,  MA 

Family  Health  and  Social  Service  Center 

Worcester,  MA 

Saints  Memorial  Medical  Center 

Lowell,  MA 

The  following  resources  are  funded  by  the 
Department  of  Public  Health  under  the 
Tobacco  Control  Program  and  available  to 
all  school  health  programs: 

Smoker's  Quitline:  The  American  Cancer 
Society  sponsors  toll-free  Smoker's 
Quitlines,  one  in  English  and  one  in 
Spanish  with  capabilities  for  translation  to 
many  other  languages.  Information, 
resources  and  referrals  are  available  for 
persons  committed  to  smoking  cessation 
(geared  to  adults).  The  Quitline  is  open 
weekdays  9  AM  to  9PM  and  10AM  to  3PM 
on  weekends. 

Quitline  (English)  1  800  TRY  TO  STOP 
Quitline  (Espanol)  1  800  8  DEJA  LO 
Quitline  (Hearing  Impaired)  1  800  TDD- 1477 

Massachusetts  Tobacco  Education  (MTCP) 
Clearinghouse:  John  Snow,  Inc.  provides 
a  clearinghouse  for  collection,  lending  and 
distribution  of  materials  and  information 
related  to  tobacco  education  and  policy, 
maintains  a  directory  of  state-funded 
programs,  etc.,  and  produces  the  MTCP 
Advisory,  a  quarterly  newsletter  offering 
current  information  on  tobacco  education 
and  policy.  Phone:  1-800-671-1001/  (617) 
482-9485,  FAX:  (617)  482-0617. 


MEDICATION  ADMINISTRATION 
IN  THE  SCHOOLS:  UPDATE 

by  Margaret  Blum 


The  Regulations  Governing  the 


Administration  of  Prescription  Medications 
in  Public  and  Private  Schools  (105  CMR 
210.000)  were  promulgated  last  spring.  By 
now,  each  Massachusetts  school  system  is 
expected  to  have  completed  the  review  of 
its  policies  regarding  medication 
administration.  Revisions  should  be  made 
to  ensure  that  all  policies  are  in  compliance 
with  the  regulations.  Please  note:  these 
regulations  apply  to  every  primary  and 
secondary  school  within  the 
Commonwealth.  Please  make  sure  you  are 
in  compliance. 

•  If  your  school  system  wishes  to 
have  unlicensed  personnel 
administer  medications,  it  must 
register  with  the  Department  of 
Public  Health.  School  Nurses 
from  systems  choosing  to 
delegate  must  attend  the  MDPH 
Train-the-Trainer  program.  This 
program  was  offered  six  times 
since  September  1993  with  more 
than  500  school  nurses 
attending.  Requests  for 
registrations  from  various 
school  systems  are  now  being 
processed  by  the  School  Health 
Unit. 


•  If  your  school  system  chooses 
to  delegate  medication 
administration  to  unlicensed 
personnel  on  field  trips  or  other 
short-term  special  school  events 
only,  you  may  request  special 
permission  from  the 
Department.  Please  address  the 
request  for  this  limited 
delegation  of  medications  to 
your  school  health  advisor. 
Requirements  for  field  trips  are 
stated  in  210.005(E)  (1)  (0)  on 
page  1125  of  the  regulations. 
Permission  will  be  granted  for 
the  school  year. 
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MSHIS  PROJECT  UPDATE 

by  Sabine  Hedberg 


The  Model  School  Health  Information 
System  (MSHIS)  project  is  completing  its 
initial  planning  phase.  Representatives 
from  the  health  departments  in  all  six  New 
England  states  have  been  meeting  over  the 
last  few  months  to  develop  a  framework 
and  process  for  the  project.  On  November 
22,  1993,  the  first  Region  I  Advisory 
Committee  Meeting  was  held  which 
included  representatives  from  both  the 
health  and  education  fields.  Leaders  in  the 
areas  of  maternal  and  child  health,  primary 
care,  school  health,  regular  and  special 
education  and  data  systems  are 
collaborating  to  develop  a  prototype  health 
information  system  capable  of 
standardizing  data  collection  across  states 
and  reporting  health  status  indicator  data 
on  children  and  adolescents. 

The  priorities  over  the  next  several  months 
are  to: 

1)  develop  an  Entry-into-Kindergarten 
(EK)  dataset  and  an  Annual  School 
Health  Summary; 

2)  identify  specific  data  to  be  collected 
at  particular  ages;  and, 

3)  plan  the  design  and  lay  the 
groundwork  for  the  implementation 
of  two  pilot  site  demonstrations  in 
Massachusetts. 

A  special  Workgroup  on  Health  Indicators 
has  been  established  and  will  be  meeting 
over  the  next  two-three  months  to  develop 
recommendations  concerning  the  specific 
data  to  be  included  in  the  prototype 
system.  Project  staff  are  developing  initial 
criteria  which  will  be  considered  in 
selecting  the  locations  of  the  pilot  sites  at 
which  the  system  will  be  tested. 

The  establishment  of  telecommunication 
links  with  Region  I  project  participants  is 
currently  being  researched  to  facilitate 
ongoing  communications.  Emerging 
technologies  such  as  fax /scanners  and 


mobile  computers  are  being  investigated  in 
terms  of  their  efficiency,  cost-effectiveness 
and  applicability  to  the  project.  Alternative 
software  across  platforms  is  being 
researched  for  both  enhanced  and  school- 
based  health  centers  as  well  as  regular 
school  health  programs. 

The  project  coordinates  on  an  ongoing  basis 
with  various  parallel  efforts  such  as  those 
of  the  Immunization  Tracking  Committee, 
the.  Adolescent  Services  Committee,  the 
Pediatric  Primary  Care  Data  Subgroup,  the 
Joint  Department  of  Public  Health  and 
Education  Coordination  Committee  and  the 
Massachusetts  Telecomputing  Coalition. 

This  project  provides  an  opportunity  for 
local,  state  and  regional  groups  to 
collaborate  in  order  to  develop  a  system 
that  will  meet  multiple  needs  and 
eventually  result  in  more  responsive 
services  to  children  and  families. 

For  additional  information  please  call  the 
MSHSS  Project  Director  Sabine  Hedberg  at 
(617)  727-0944. 


HEALTH  MAINTENANCE 
ORGANIZATIONS  SEEK  TO 
COLLABORATE  WITH  SCHOOL 
-  HEALTH  PROGRAMS 

 by  Sharon  Bartley  and  Meryl  Friedman  

During  the  past  year,  the  Massachusetts 
Medicaid  Program,  Division  of  Medical 
Assistance  (DMA)  has  focused  much 
attention  on  how  to  improve  access  to 
health  care  services  for  children  and 
adolescents  throughout  the 
Commonwealth.  Specifically,  Medicaid  has 
worked  with  the  Department  of  Public 
Health,  various  state  agencies,  advocate 
groups  and  representatives  from  health 
maintenance  organizations  (HMOs)  to 
discuss  ways  to  improve  access  to  both 
EPSDT  and  school-based  services. 

One  particular  subcommittee,  composed  of 
representatives     from    Medicaid,  the 
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Department  of  Public  Health  and  the 
thirteen  HMOs  throughout  the 
Commonwealth,  has  been  meeting  to 
discuss  opportunities  to  improve  access  to 
health  care  services  for  children  and 
adolescents  through  enhanced  coordination 
and  communication  between  HMOs  and 
school-based  providers.  Such  linkages 
might  include  collaboration  with  either 
school-based  health  centers  or  school 
nurses.  Representatives  from  school-based 
health  centers  and  school  nursing  will  be 
invited  to  participate  in  future  discussions 
of  the  subcommittee. 

As  an  initial  step,  the  HMOs  are  identifying 
the  communities  where  their  enrolled 
children  and  adolescents  live.  The  next 
step  will  be  to  set  up  meetings  between 
HMOs  and  appropriate  school  personnel. 
In  the  meantime,  if  you  have  concerns  or 
ideas  about  promoting  HMO-school 
linkages,  please  call  Sharon  Bartley, 
Manager  of  HMO  Quality  Assurance  at 
Medicaid,  (617)  348-5588.  Also,  HMO 
representatives  may  begin  to  call  you  to 
learn  more  about  issues  you  face  in 
delivering  care  to  children  and  adolescents 
enrolled  in  HMOs,  as  well  as  to  share 
information  to  assist  you  in  accessing 
services.  Future  newsletters  will  include 
updates  on  the  progress  of  this  joint  DPH- 
Medicaid-HMO  effort. 


Seat  Belt  Legislation 

by  Kim  Hesse 


On  February  2,  1994  the  new 
Massachusetts  Safety  Belt  Law  went  into 
effect.  The  driver  and  all  passengers  in  a 
motor  vehicle  must  wear  a  safety  belt  that 
is  properly  adjusted  and  fastened. 

The  instructor  and  student  driver  in  a 
vehicle  used  for  driver  education  must 
buckle  up. 

All  municipal,  county  and  district  public 


employees  must  also  "buckle  up." 
The  law  does  not  apply  to: 

•  vehicles  made  before  July  1,  1966 

•  taxis,  buses,  trucks  weighing  18,000 
pounds  or  more,  tractors,  and 
passengers  of  authorized  emergency 
vehicles 

•  mail  carriers  who  work  for  the  U.S. 
Postal  Service  and  use  a  vehicle  on 
the  job,  (unless  otherwise  indicated 
by  department  regulations) 

•  people  physically  unable  to  use  safety 
belts,  when  certified  by  a  physician 

Fine:  The  driver  and  all  passengers  age  16 
and  over  may  be  fined  $25.00 
when /if  they  are  found  to  be  out  of 
compliance  with  the  law. 

The  driver  may  be  fined  $25.00  for 
each  passenger  under  age  16  who  is 
not  wearing  a  safety  belt.  You  cannot 
be  stopped  for  a  safety  belt  violation 
only.  An  officer  must  stop  you  for 
another  violation,  and  then  can  cite 
you  if  you /or  the  passengers  are  not 
wearing  a  safety  belt. 

A  surcharge  will  not  be  applied  to  your 
auto  insurance  premium. 

For  more  information  write  or  call  the 
Massachusetts  Passenger  Safety  Program, 
Department  of  Public  Health,  150  Tremont 
Street,  3rd  floor,  Boston,  MA  02111 
(1-800-CAR-SAFE). 


Publication  of  a  school  health 
manual  by  the  Massachusetts 
Department  of  Public  Health  is 
anticipated  by  the  fall  of  1994. 
Further  information  will  be 
provided  when  available. 
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Massachusetts  Department  of  Public  Health 
Bureau  of  Family  and  Community  Health 
Division  of  Prevention 
School  Health  Unit 
150  Tremont  Street  2nd  Floor 
Boston,  MA  02111 
FAX:  (617)  727-0880 


Anne  Sheetz,  Director  (617)  727-0941,  0944 

Anne  DeMatteis,  School  Based  Health  Center  Program,  (617)  727-0941,  0944 

Alice  Morrison,  School  Health  Advisor  (617)  727-0941,  0944 

Tom  Comerford,  School  Health  Coordinator  (617)  727-0941,  0944 

Bill  Doran,  Vision  and  Hearing  Coordinator  (617)  727-8510 

Bill  Powers,  Vision  and  Hearing  Specialist  (617)  727-8510 

Janet  Burke,  Administrative  Secretary  (617)  727-0941,  0944 

Sabine  Hedberg,  Project  Director  (MSHIS),  (617)  727-0944 

Carol  Kronk,  Research  Assistant,  (617)  727-0944 

Leslie  Frank,  Program  Coordinator  (617)  727-0941,  0944 


REGIONAL  SCHOOL  HEALTH  ADVISORS 


WESTERN  REGION 

Constance  Brown,  R.N.,  M.Ed. 
Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health 
23  Service  Center 
Northampton,  MA  01060 
(413)  586-7525  or 

1-800  445-1255  from  413  area  code  only 
FAX:  (413)  784-1037 


CENTRAL  REGION 

Joanne  Buffington,  R.N.,  M.S. 
Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health 
180  Beaman  Street  (Route  140) 
West  Boylston,  MA  01583 
(508)  792-7880 
FAX:  (508)  792-7706 


NORTHEAST  REGION 

Margaret  Blum,  R.N.C.,  M.A. 

Massachusetts  Dept.  of  Public  Health 

Northeast  Regional  Health  Office 

Tewksbury  Hospital 

Tewksbury,  MA  01876 

(508)  851-7261  or  (617)  727-7908 

FAX:  (508)640-1027 


SOUTHEAST  REGION 

Jean  Rowell,  R.N.,  MSN 

Massachusetts  Dept.  of  Public  Health 

Southeast  Regional  Office 

109  Rhode  Island  Road 

Lakeville,  MA  02347-1349 

(508)  947-1231  Ext.  589 

FAX:  (617)  727-9296 


William  F.  Weld,  Governor 
Charles  D.  Baker,  Secretary 

David  H.  Mulligan,  Commissioner 
Deborah  Klein  Walker,  Assistant  Commissioner 

Linda  Jo  Doctor,  Division  Director 
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SCHOOL  HEALTH  UNIT  FALL  1994 


SCHOOL  HEALTH  SERVICES: 

5ince  the  early  1900's  when  school  nurses  and 
physicians  were  first  introduced  into  the  educational 
setting,  the  role  of  school  health  has  been  discussed  and 
debated.  Although  the  concepts  of  school  health  are  not 
new,  the  expectations  of  the  school's  role  in  health  have 
changed  greatly.  Initially,  school  health  programs 
focused  on  the  control  of  communicable  diseases; 
however  today  the  increasingly  complex  and  diverse 
health  needs  of  children  and  adolescents  have  stimulated 
an  intense  review  of  this  limited  focus.  As  communities 
seek  to  respond  to  the  health  issues  of  children  and  youth, 
they  often  look  to  the  school  to  develop  school-linked 
and/or  school-based  services,  largely  because  the  school 
is  an  integral  part  of  the  community  and  the  place  where 
the  majority  of  children  and  adolescents  spend  their 
"working  days".  Furthermore,  the  school's  primary 
responsibility  is  to  provide  education  and  this 
responsibility  can  be  gready  enhanced  by  strategies  to 
promote  student  health.  In  short,  a  healthy  child  is  a 
teachable  child. 

The  increasing  attention  to  health  services  in  the  school 
setting  becomes  clearer  when  one  considers  several 
factors: 

•  Based  on  the  1990  census,  12%  of  the 
Commonwealth's  children,  ages  5  to  18 
live  in  poverty; 

•  As  more  children  become  uninsured  or 
undennsured,  the  school  health  room 
may  be  the  last  remaining  "walk-in" 
clinic  available  to  them; 

•  Youth  are  increasingly  at  risk  for 
violence,  teen  pregnancy,  HIV 
infection,  emotional  problems,  and 
other  social  morbidities  and; 

•  As  medical  technology  improves,  more 
children  with  special  health  care  needs 
(including  those  requiring  nursing 
procedures  such  as  tracheostomy  care 
and  gastrostomy  feedings,  etc.)  are 
attending  school. 


A  CHALLENGE  FOR  CHANGE 


To  be  effective,  school  health  services  should  be  part  of 
a  larger  comprehensive  school  health  program.  The 
traditional  three-part  model  includes  health  education, 
health  and  human  services  and  a  healthful  environment. 
Another  model  developed  by  the  Centers  for  Disease 
Control  describes  eight  components:  health  education, 
health  services,  social  and  physical  environment,  physical 
education,  guidance  and  support  services,  food  services, 
school  and  work-site  health  promotion,  and  integrated 
school  and  community  health  promotion.  All  models 
have  in  common  the  need  for  flexibility  in  approach, 
interdisciplinary  collaboration,  a  focus  on  prevention,  and 
coordination  with  the  community  system  of  care. 

This  newsletter  begins  to  describe  strategies  for  reviewing 
and/or  enhancing  the  community's  school  health  program. 
These  strategies  include,  but  are  not  limited  to,  the 
establishment  of  a  broad-based  school  health  advisory 
committee,  completion  of  a  school  and  community  health 
needs  assessment  and  subsequent  policy  and  program 
development.  Further  information  will  be  provided  in  the 
Department's  new  school  health  manual,  which  will  be 
distributed  when  available. 

As  school  health  programs  change  to  meet  the  needs  of 
today's  young  people,  school  health  personnel  are  also 
challenged  to  change.  The  comfort  zone  of  traditional 
ways  of  providing  services  needs  adjustment.  New  skills 
must  be  mastered  and  may  require  additional  formal 
education.  New  working  relationships  with  leaders  in 
education,  health  and  the  community  must  be  fostered. 
The  challenge  for  all  of  us  is  to  be  flexible,  creative,  and 
have  the  courage  to  experiment  with  innovative  programs. 
It  is  important  to  recognize  that  we  cannot  function 
independently,  and  must  be  willing  to  apply  our 
collective,  diverse  capabilities  to  improve  the  health  of 
our  children  and  adolescents. 


Anne  H.  Sheetz,  R.N.,  M.P.H.,  C.N.A.A. 
Director  of  School  Health 


"Our  children  need  consistent,  sound  health  information  and  access  to  health  services,  beginning  in  their 
families  and  continuing  in  their  schools  and  communities.  There  is  no  question  that  our  schools  have 
a  key  role  to  play  in  helping  our  children  begin  a  lifetime  of  good  health. " 

-   Donna  E.  Shalala,  Secretary  of  Health  and  Human  Services 

MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH/BUREAU  OF  FAMILY 
AND  COMMUNITY  HEALTH/DIVISION  OF  PREVENTION/SCHOOL  HEALTH  UNIT 


NEWS  BRIEFS 


UPDATE  ON  SCHOOL  NURSE  CERTIFICATION:  The  Massachusetts  Department  of 
Education  has  informed  us  that  information  on  school  nurse  certification  requirements  will  be 
available  sometime  after  October  1,  1994.  School  nurses  wishing  to  receive  the  information  and 
an  application,  when  available,  should  call  the  Office  of  Certification  and  Credentialing, 
Department  of  Education,  (617)  388-3300  Ext.  705,  and  give  their  names  and  addresses. 


SCHOOL  HEALTH  INSTITUTE::  The  Massachusetts  Department  of  Public  Health,  Bureau 
of  Family  and  Community  Health,  School  Health  Unit,  under  the  Tobacco  Control  Program,  has 
continued  to  fund  the  University  of  Massachusetts/Simmons  College  School  Health  Institute.  The 
Institute  is  designed  to  present  a  series  of  regional  continuing  education  programs  for  school 
health  personnel,  including  nurses,  physicians,  mental  health  staff,  health  educators,  social 
workers,  and  guidance  counselors,  as  well  as  teachers  and  administrators,  on  subjects  pertinent 
to  student  health.  Informational  pamphlets  will  be  forthcoming  from  the  Institute.  These  will 
include  the  dates  and  locations  of  the  programs,  including  the  Medication  Administration  Train- 
the-Trainer  programs  and  the  Introduction  to  Public  School  Nursing  in  Massachusetts. 


INTRODUCTION  TO  PUBLIC  SCHOOL  NURSING:  The  program  entitled  "Introduction 
to  Public  School  Nursing"  (School  Nurse  Orientation)  will  be  conducted  by  the  Massachusetts 
Department  of  Public  Health  and  the  School  Health  Institute.  This  program  is  restricted  to  public 
school  nurses  (RNs)  new  to  their  positions  in  the  1994-95  school  year  and  those  new  to  their 
positions  in  1993-94,  who  were  unable  to  attend  last  year's  program.  It  is  currently  scheduled 
for  October  28,  1994,  9:00  to  3:00  at  the  Sturbridge  Host  Hotel  and  Conference  Center,  Route 
20,  366  Main  Street,  Sturbridge,  MA.  Additional  information  will  be  forthcoming  from  the 
Institute. 


SCHOOL  HEALTH  MANUAL:  The  Department  of  Public  Health  has  awarded  a  grant  to 
Sierra  Research  Associates  to  complete  and  publish  a  comprehensive  school  health  manual.  The 
target  date  for  completion  and  distribution  will  be  in  the  winter.  Further  information  as  to  where 
schools  may  obtain  the  manuals  will  be  forthcoming. 


"VACCINES  FOR  CHILDREN  PROGRAM"  BEGINNING  IN  OCTOBER  1994:  In  order 
to  remove  financial  barriers  to  immunizations  faced  by  about  half  the  children  in  the  United 
States,  the  federal  government  will  implement  the  Vaccines  for  Children  (VFC)  program 
beginning  in  October  1994.  This  program  will  provide  vaccines  for  children  from  infancy  to  their 
18th  birthday  and  who  meet  one  of  the  following  criteria:  Medicaid  enrolled,  uninsured,  or  who 
are  Native  American.  It  will  also  provide  vaccines  for  children  who  are  insured,  but  whose 
insurance  does  not  cover  immunizations,  if  they  are  immunized  at  federally  qualified  health 
centers. 

IMMUNIZATION  PROGRAM  SETS  GOALS  FOR  1996:  AIMS  AT  90%  IMMUNIZED 
FOR  MOST  VACCINES:  The  Massachusetts  Immunization  Program  (MIP)  has  adopted  the 
goals  set  by  the  National  Immunization  Program  to  have  90%  of  the  country's  two  year  olds 
immunized  with  most  vaccines  by  1996.  Vaccine-preventable  disease  reduction  goals  were  also 
set  for  1996,  including  elimination  of  indigenously  acquired  cases  of  measles,  rubella,  diphtheria, 
wild  virus  polio,  tetanus  (under  15  years),  and  Hib  (under  5  years).  To  reach  these  goals,  the  MIP 
plans  to  increase  vaccination  levels  and  enhance  disease  surveillance  so  that  outbreaks  can  be 
halted  early.  Also  planned  are  efforts  to  educate  providers  and  the  general  public  about  the 
important  role  vaccinations  play  in  maintaining  good  health. 


HEPATITIS  B  VACCINE:  SmithKline  Beecham  has  been  awarded  a  Centers  for  Disease 
Control  contract  to  provide  low-cost  hepatitis  B  vaccine  and  free  educational  and  administrative 
materials  on  blood-borne  pathogens.  Please  call  Pam  Lutz,  Massachusetts  Department  of  Public 
Health,  (617)  522-3700  x420. 


DEVELOPING  AN  EFFECTIVE 
SCHOOL  HEALTH  PROGRAM 


This  article  describes  beginning  strategies 
for  developing  a  comprehensive  school 
health  and  human  services  program  which 
encompasses  health  education,  a  safe  and 
healthful  environment,  and  health  services. 

Establishing  an  effective  school  health 
program  helps  students  get  the  most  from 
their  education  while  providing  a  safe, 
caring,  healthful  environment  for  them.  An 
effective  program  includes  the  following 
components: 

A  comprehensive  school  health  advisory 
committee  which  reviews  the  school  health 
needs  assessment,  goals  and  objectives, 
monitors  program  effectiveness,  and  provides 
recommendations  for  program  development 
and  improvement. 

A  school  and  community  health  assessment 
which  evaluates  the  health  status  of  the 
students  and  community  and  identifies  and 
prioritizes  health  issues  to  be  addressed. 

A  planning  and  implementation  process 
based  on  the  results  of  the  needs  assessment, 
which  identifies  key  steps  and  develops  a 
plan. 

An  action  plan  which  addresses  health 
disparities  and  provides  a  vision  (with  goals 
and  objectives)  and  appropriate  strategies  to 
reduce  the  negative  impact  of  those 
disparities. 

Interdisciplinary  collaboration  which 
involves  personnel  from  all  areas  of  the 
school  and  encourages  them  to  work  together 
to  improve  school  health  and  human 
services. 

Staffing  patterns  for  school  health  personnel 
in  comprehensive  health  education,  mental 
health  services,  and  health  services, 
including  external  contractors. 

Inter-agency  agreements  which  clarify  the 
working  relationship  between  the  school  and 
community-based  agencies  which  provide 
school  health  or  human  services. 

Models  for  delivery  of  services  which 
describe  possible  ways  to  deliver  school 


health  and  human  services,  such  as  through 
a  traditional  model  (school  nurse  working 
with  a  school  physician),  a  school-based 
health  center,  or  a  family  health  center. 

Policies  and  procedures  for  decision  making 
and  the  procedures  for  implementation  of 
program  plans. 

Planned,  written  emergency  procedures  for 
individual  emergencies,  group  emergencies, 
and  disaster  plans,  including  preventive 
activities,  as  well  as  record  keeping  and 
documentation. 

School  health  facilities  to  address  health  care 
needs  and  requirements  of  school  personnel 
and  students. 

School  health  records  which  provide  an 
accurate,  cumulative,  specific,  objective,  as 
well  as  a  confidential,  record  of  each 
student's  health  status. 

Program  evaluation  procedures  to  document 
and  evaluate  the  comprehensive  health 
program. 

Data  collection  to  track  important  health 
issues  and'  implement  programs  for 
prevention  of  identified  health  issues,  as  well 
as  ensure  documentation  for  budget 
development  and  health  care  system  changes. 

Evaluation  to  measure  success  through  both 
process  and  outcome  indicators. 

These  components  do  not  necessarily  follow 
in  sequence.  Some,  especially  the  needs 
assessment,  should  take  place  before 
addressing  other  components;  others  may 
take  place  concurrently.  Typically,  the 
following  sequence  is  followed: 

Establish  advisory  committee  — >  Assess 
health  status  of  school  and  community  — » 
Identify  health  disparities  and  risk  factors 
— >  Develop  a  strategic  plan  (action  plan)  — > 
Implement  program  — »  Evaluate  program  — > 
Reassess  and  implement  revised  plan. 

Comprehensive  School  Health 
Advisory  Committee 

A  district-wide  school  health  program 
advisory  committee,  an  essential  component 
of  a  successful  comprehensive  school  health 
program,  reviews  the  needs  assessment, 
monitors  program  effectiveness,  and  provides 
recommendations  for  program  development 
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and  improvement.  Sample  responsibilities 
may  include  the  following: 

•  Assist  in  the  development  of  a  school 
and  community  needs  assessment 
which  identifies  student  health  needs. 

•  Guide  the  school  health  services 
program. 

•  Review  state  and  federal 
requirements  related  to  school  health 
services. 

•  Review  and  develop  program 
guidelines  in  such  areas  as 
environmental  health,  health 
appraisal,  communicable  disease 
control,  emergency  health  care,  and 
comprehensive  health  education 
curriculum. 

•  Review  and  develop  guidelines  for 
the  implementation  of  program  goals, 
health  services,  program  objectives, 
policies  and  procedures  regarding 
personnel,  facilities,  and  supplies. 

•  Make  recommendations  to  the  school 
committee  or  designee  on  school 
health  issues. 

•  Serve  as  an  advocacy  group  for 
improved  health  status  in  the 
community. 

•  Develop  resources  for  the  school 
health  program. 

•  Participate  in  evaluating  the 
outcomes  and  effectiveness  of  the 
school  health  program. 

Committee  membership  of  the  committee 
should  be  broad  and  ideally  will  include 
parents,  board  of  health  officials,  school 
nurses,  the  school  physician,  members  of  the 
administrative,  teaching  and  counseling 
staffs,  the  health  and  human  services 
coordinator,  supervisor  of  the  school  health 
services,  a  health  educator,  special  educators, 
and  students.  A  workable  committee  is 
broadly  representative  of  the  community  and 
has  no  more  than  20  members. 

The  committee  should  promote  and 
encourage  links  between  the  school  and  the 
community,  striving  for  a  diverse  and  sizable 
representation  to  allow  for  participation  by  a 
greater  number  of  people  and  enable  new 
voices  to  be  heard.  The  membership  should 
be  open  to  volunteers  interested  in  school 
health  issues  such  as  local  and  regional 
health  and  human  service  providers,  state 
agencies,  primary  care  providers,  business, 
religious,  and  service  organizations,  the 
police  department,  and  other  local  officials. 


The  whole  committee  should  meet  as 
necessary,  but  at  a  minimum  on  a  quarterly 
basis  at  a  time  of  day  or  evening  and  at  a 
location  that  is  most  convenient  for 
committee  members.  Meeting  agendas 
should  be  planned  and  distributed  in 
advance.  The  committee  may  wish  to 
organize  small  work  groups  that  are  project 
specific  or  establish  standing  subcommittees 
in  such  areas  as  violence  prevention,  health 
policies,  or  health  curriculum.  A 
committee's  collective  knowledge,  expertise, 
and  influence  can  be  a  powerful  force  on 
behalf  of  the  comprehensive  school  health 
program.  It  can  identify  health  and  social 
problems  related  to  the  community's  youth, 
develop  viable  solutions  and  identify  key 
resources. 

School  and  Community  Health 
Assessment 

One  of  the  major  tasks  of  the  comprehensive 
school  health  program  advisory  committee 
is,  in  collaboration  with  the  school  health 
services  staff,  to  identify  the  need  for  school 
health  services  and  the  feasibility  of 
programs,  projects,  curricula,  or  materials 
while  helping  the  school  committee  or  its 
designee  set  priorities.  The  health  needs  of 
a  specific  student  population  in  the  school 
district  must  be  clearly  documented  and  not 
simply  presumed  to  exist.  Furthermore,  a 
program  should  be  implemented  in  response 
to  the  student  population's  health  needs — not 
because  it  appears  to  be  a  good  idea  or  has 
been  implemented  successfully  in  another 
school  district. 

An  advisory  committee  may  recommend 
needs  assessment  protocols,  with  the  actual 
assessment  implemented  by  a  subgroup  of 
the  advisory  committee,  an  outside 
consultant,  the  nursing  supervisor  or  a  school 
administrator.  A  needs  assessment  may  be 
conducted  by  communicating  with 
representatives  of  the  school  and  community 
through  surveys,  face-to-face  interviews,  and 
focus  groups,  as  well  as  by  reviewing  health 
statistics  from  state  and  local  sources.  It 
may  also  include  reviewing  existing  research 
or  instrumentation  and  consulting  with 
experts  on  the  content  and  method  proposed. 
An  assessment  should  answer  questions  such 
as: 

•  What  are  the  demographics  (cultural, 
linguistic,  economic,  and  social)  of 
the  school  population? 

•  What  data  on  health  status  (e.g.  teen 
pregnancy,    school    drop-out,  and 
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communicable  disease  rates)  are 
already  available  from  local  and 
statewide  sources? 

•  Are  there  health  disparities  in  the 
student  population? 

•  What  health  issues  (e.g.  peer 
violence,  suicide,  anorexia)  are 
identified  by  students,  parents, 
faculty,  and  administration? 

Program  Planning  and  Implementation 

Once  the  school  and  community  health 
assessment  is  completed,  the  advisory 
committee  should  discuss  and  share  findings 
with  appropriate  school  and  community 
officials  such  as  school  committee  members, 
the  superintendent,  principals,  local  health 
officials,  school  health  educators,  the  pupil 
personnel  services  coordinator,  the  special 
education  director,  local  health  providers, 
human  service  agencies,  and  parents.  Based 
on  needs  assessment  results  and  community 
priorities,  the  committee  should  recommend 
action  steps  and  assist  the  school  department 
in  the  development  and  implementation  of 
program  plans. 

Policies  and  Procedures 

General  Guidelines 

School  departments  require  well-defined 
school  health  policies  and  procedures. 
Although  frequently  spoken  in  one  breath, 
policies  and  procedures  differ.  A  policy  is 
a  guide  for  decision  making  within  an 
organization — a  rule  for  action.  A  procedure 
is  a  sequence  of  steps  that  should  be 
followed  in  implementing  policies  or  plans. 
Whereas  policies  are  broad,  allowing 
flexibility,  procedures  are  specific  and 
detailed.  Both  require  signed  and  dated 
review  and  revision  at  least  every  two  years. 

The  process  of  developing  and  disseminating 
school  health  policies  helps  staff  and 
community  to  clarify  the  vision  of  school 
health  and  provides  an  opportunity  to  plan 
for  health  improvement.  Well-defined  school 
health  policies  are  critical  to  a  well- 
functioning  school  health  program. 

In  addition  to  following  federal  and  state 
statutes  and  standards,  school  health  policies 
are  based  on  a  school  district's  philosophy 
and  the  values  and  beliefs,  of  the 
community.  Some  school  policies  may  be 
long-standing,  such  as  emergency  care  or 
maintenance  of  health  records;  others  may 
have  been  newly  developed  in  response  to 
issues    that    have    come    under  scrutiny 


nationally,  statewide,  or  locally,  such  as 
policies  for  handling  sexual  harassment  in 
the  schools  and  policies  for  tobacco-free 
schools. 

Approval  and  Communication  on 
Policies  and  Procedures 

Some  policies  are  required  by  laws  and 
regulations,  while  others  are  "best  practice" 
policies.  Policies  generally  require  approval 
by  the  school  committee.  In  cities  or  towns 
where  the  board  of  health  participates  in  the 
provision  of  school  health  services,  the  board 
is  also  involved  in  the  approval  process. 
After  their  development  or  revision  and  their 
subsequent  approval,  health  policies  are  to 
be  disseminated  or  communicated  to  all 
school  health  staff,  all  other  school 
personnel,  parents,  and  students.  In  addition, 
a  copy  of  the  health  policy  manual  is  made 
available  for  review  by  any  interested  parent 
or  student.  Whenever  possible,  important 
new  policies  are  publicized  by  the  local 
media. 

Copies  of  certain  school  system  policies  and 
procedures,  such  as  emergency  and  urgent 
care  policies,  are  best  distributed  and  made 
readily  available  in  specific  areas  of  the 
school,  such  as  shops,  labs,  gym,  cafeteria, 
administrative  offices  and  on  school  buses. 
In  addition,  individual  schools  may  develop 
their  own  policies  when  not  in  conflict  with 
the  school  system  policies. 

Policies  and  Procedures  Manual 

Each  school  district  typically  has  a  policies 
and  procedures  manual  for  school  health 
services  containing  the  relevant  district-  and 
school-specific  information  about  the  school 
health  program.  A  looseleaf  format  that 
permits  addition  of  new  pages  with  new  or 
revised  policies,  the  removal  of  outdated 
content,  and  the  inclusion  of  relevant  forms 
in  each  section  is  recommended  or 
suggested.  A  school  district  just  beginning 
to  develop  a  manual  will  need  time  to 
include  all  these  policies. 

Record  Keeping  and  Documentation: 
Emergency  Care 

Record  keeping  is  essential  to  an  emergency 
preparedness  program.  Records  are 
necessary  in  the  settlement  of  insurance 
claims,  to  protect  school  personnel  against 
charges  of  negligence,  and  in  planning 
preventive  programs.  Forms  should  be 
developed  to  include  the  date,  time,  place. 
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nature  of  the  incident,  general  condition  of 
the  victim,  what  care  was  administered,  and 
the  school's  disposition  of  the  child  (e.g.,  to 
whom  referred,  if  anyone).  Forms  should  be 
made  out  in  duplicate  by  school  faculty  at 
the  scene  of  the  incident  and  filed  in  the 
administrator's  and  nurse's  offices.  Each 
report  should  be  placed  in  the  appropriate 
student's  health  record. 

Incident  reports  should  be  reviewed 
periodically  by  school  health  personnel  and 
administrators  to  determine  the  location  and 
nature  of  incidents,  and  a  plan  developed  to 
prevent  or  minimize  future  injuries  due  to 
environmental  or  activity-caused  factors. 

Program  Evaluation 

In  order  to  determine  how  effective  the 
school  is  in  meeting  the  health  needs  of 
students  and  staff,  it  is  essential  to  conduct 
evaluations  of  the  comprehensive  health 
program.  The  purpose  of  program  evaluation 
is  to  assess  whether  or  not  the  goals  and 
objectives  are  being  met.  Health  laws  and 
regulations  change;  professional  standards 
change;  and  the  needs  of  students  change. 
Program  goals  are  adapted  accordingly. 

In  order  to  keep  up  with  those  changes, 
ongoing  data  collection  and  evaluation  are 
key  to  promoting  responsiveness  in 
programs,  staffing,  funding,  and  resources. 
The  results  and  recommendations  of  the 
evaluation  process  then  become  input  for 
subsequent  planning.  This  feedback  loop 
allows  plans  to  be  revised  as  needed  in  order 
to  keep  programs  appropriate,  realistic,  and 
effective.  It  also  provides  the  health  team 
with  measures  of  accountability. 

Data  Collection 

School  health  programs  across  the  nation  are 
taking  on  increasingly  greater 
responsibilities.  Improvements  in  medical 
technology  and  changes  in  education  law 
have  made  it  possible  for  children  with  acute 
and  chronic  illnesses  to  attend  school. 
School  health  programs  provide  on-site 
services  during  the  school  day.  They  may 
also  be  involved  when  health  issues  such  as 
hunger,  neglected  physical  conditions,  and 
lead  poisoning  are  first  identified.  Accurate 
and  timely  data  are  critical  to  reflect  these 
changes  in  the  school  environment  so  that 
appropriate  steps  can  be  taken. 

There  are  eight  major  uses  of  data  related  to 
school  health  programs: 


•Conducting  local  and  state  needs 
assessments. 

•  Monitoring  state-mandated  programs 
and  screenings. 

•  Complying  with  federal  reporting 
requirements. 

•  Directing  program  planning  and 
management. 

•  Developing  policy  directions  and 
initiatives. 

•  Assuring  follow-up  services  after 
problem  identification. 

•  Evaluating  programs  and  services. 

•  Tracking  health  status  improvement. 

A  cooperative  effort  between  local  schools 
and  state  departments  of  public  health  and 
education  in  Massachusetts  to  plan  an 
integrated  and  standardized  school  health 
data  system  responsive  to  both  local  and 
state  needs  is  necessary.  The  Model  School 
Health  Information  System  project  under 
development  is  designed  to  enable  schools  to 
collect  and  analyze  health  data  in  a 
systematic  and  standardized  manner.  It  is 
also  designed  to  produce  a  national 
prototype  health  information  system  capable 
of  standardizing  data  collection  and  reporting 
on  health  status  indicators  for  grades  K-12. 
All  six  New  England  states  are  involved  in 
system  development  to  facilitate 
standardization.  The  system  will  be  pilot 
tested  in  six  schools  in  Massachusetts 
followed  by  a  feasibility  study  investigating 
statewide  and  national  implementation. 

Automated  Data  Collection  and 
Reporting 

Automating  cumbersome  manual  processes 
makes  good  management  sense  and  results 
in  more  efficient  storage  and  retrieval  of 
data.  The  creation  of  a  database,  as  opposed 
to  a  paper-based  file  system,  makes  possible 
the  efficient  generation  of  summary 
statistics,  demographic  descriptions  of 
students  served,  and  the  services  provided. 
Report  generation,  made  possible  through 
automated  systems,  provides  an  accurate 
account  of  individual  and  system-wide 
student  health,  which  can  then  be  compared 
to  statewide  data.  Risk  factors,  infectious 
disease  outbreaks,  and  important  trends  can 
be  identified  through  a  well-designed 
management  information  system  (MIS). 


There  are  four  basic  categories  of  data 
collected  in  any  comprehensive  school  health 
and  human  services  program: 
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•Health  status  indicators. 
•Service  utilization  measures. 
•Sociodemographic  and 
environmental  measures. 
•Behavioral  risk  indicators. 


Systems  Development 

Data  collection  and  reporting  may  be  costly 
in  terms  of  equipment,  training,  maintenance, 
and  human  resources.  There  is  no  point  to 
collecting  data  if  resources  do  not  exist  for 
analysis  and  reporting  or  if  there  is  not  a 
specific  plan  for  their  use.  There  are  many 
examples  of  data  collection  efforts  that  have 
resulted  in  large  databases  and/or  file 
cabinets  and  boxes  full  of  paper  that  have 
never  been  analyzed.  It  is  preferable  to 
collect  fewer  pieces  of  data  and  ensure 
resources  to  carry  out  the  analysis  and 
reporting  steps.  Additional  data  collection, 
analysis,  and  reporting  can  always  be  added. 

Basic  tips  on  information  systems 
development  emphasize  the  following 
components: 

1.  Be  clear  about  priorities.  What  data 
are  already  available?  Are  they  the 
most  critical,  or  are  there  other  data 
elements  more  crucial  to  service 
delivery?  Who  will  have  access  to 
data  and  how  will  the  data  be  used? 

2.  What  reports  and/or  in  what  formats 
should  the  data  be  available?  Ask 
the  school  principal,  superintendent, 
school  board  members,  parents  and 
other  key  groups  what  specific  data 
they  feel  are  critical. 

3.  Be  aware  of  the  commitment  of 
senior  management  to  the  MIS. 
Support  from  the  top  is  critical  to 
success.  Without  it,  those  who  are 
collecting  the  data  may  be  operating 
in  a  vacuum  and  data  collection  will 
be  less  than  successful. 

4.  What  resources  are  available?  Are 
appropriate  hardware  and  software 
available,  or  can  they  be  purchased? 
Are  local  resources  available  to 
provide  technical  assistance  and 
system  management,  (e.g.,  data 
backup  and  retrieval)  should  a 
hardware  problem  arise?  Is  there  a 
maintenance  agreement  on  the 
hardware? 

These  four  areas  are  critical  to  success. 
Attention  to  them  will  form  the  foundation 
of  a  useful  system.  School  nurses  are 
encouraged  to  consult  with  the  computer 


coordinators  within  their  district  concerning 
technology  plans.  It  will  benefit  the  school 
health  program  to  be  integrated  within  the 
overall  district's  computer  system. 


SCHOOL-BASED  HEALTH  CENTERS 


Z)uring  the  1970's  in  response  to  the 
primary  care  needs  of  children  and 
adolescents,  nurse  practitioners  began 
practicing  in  some  Massachusetts  schools.  At 
the  same  time,  Cambridge  proposed  a  family 
health  care  system  which  included  the 
schools.  The  first  school-based  health 
centers  emerged  in  Massachusetts  in  the 
1980's  to  meet  the  health  care  needs  of 
adolescents. 

Adolescents,  a  group  that  often  engages  in 
high  risk  behaviors  and  may  have  complex 
medical  and  social  needs,  use  physician 
services  less  frequently  than  any  other  age 
groups.  A  combination  of  factors  make 
adolescents  a  difficult  population  to  reach: 
they  may  be  uncomfortable  in  conventional 
health  care  settings  and/or  they  may  have  no 
way  of  accessing  medical  care.  The  SBHC  is 
one  strategy  for  decreasing  barriers  to  care 
for  adolescents.  SBHCs  are  now  being 
developed  in  all  types  of  schools,  including 
elementary,  middle,  and  high  schools, 
enhancing  access  for  children  who  lack 
regular  health  care. 

A  school-based  health  center  is  a  licensed 
clinic  located  on  the  campus  of  a  school. 
School-based  health  centers  do  not  replace 
school  nursing  services.  Although  a  SBHC 
may  provide  some  of  the  same  services  as 
the  school  health  services,  SBHCs  differ  in 
some  important  aspects:  they  offer  primary 
care,  including  diagnosis  and  treatment 
services  as  well  as  counseling,  referral  and 
follow-up  for  students  enrolled  in  the  SBHC 
program,  but  not  necessarily  for  the  entire 
school  population.  The  target  population 
includes  students  who  do  not  have  a  primary 
care  provider  or  who  do  not  regularly  see 
their  community  primary  care  provider. 
Students  enrolled  in  the  SBHC  receive  their 
care  from  a  multidisciplinary  team  of 
professionals,  typically  consisting  of 
physicians,  nurse  practitioners,  physician 
assistants,  nurses,  social  workers,  and 
counselors.  SBHCs,  like  general  school 
health  services,  focus  on  preventive  health 
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care.  They  offer  services  that  are 
comprehensive,  accessible,  and 
developmentally  appropriate. 

In  addition  to  improving  access  to  primary 
care,  a  SBHC  promotes  positive  health 
behaviors,  as  well  as  increasing  student 
health  knowledge  and  decision  making  skills. 
By  making  improvements  in  the  general 
health  of  students,  education-related  goals 
such  as  improved  involvement  in  school,  a 
decrease  in  absenteeism,  and  an  increase  in 
the  number  of  children  who  complete  school 
are  more  readily  achieved. 

In  Massachusetts,  currently  operating  SBHCs 
and  the  newly  planned  school-based  health 
centers  operate  as  satellite  programs  of 
larger  health  care  facilities:  a  hospital  or  a 
community  health  center.  The  parent 
organization  provides  a  wide  range  of 
services  and  resources,  as  well  as  a 
mechanism  to  ensure  continuity  of  care 
during  periods  when  the  SBHC  is  closed  for 
school  vacations  or  for  the  summer. 

SBHC  programs  must  work  collaboratively 
with  the  school  health  program  and  the 
community.  Mechanisms  for  joint  planning 
and  daily  communication  regarding  the 
health  issues  of  students  are  essential  for 
achieving  success.  Planning  a  school  based 
health  center  requires  the  participation  and 
support  of  the  school  administration  and 
health  program  staff  (including  the  school 
nurse),  students,  parents,  and  community 
providers  that  serve  youth.  The  participation 
of  representatives  from  these  groups  is  key 
for  the  success  of  the  total  school  health 
program.  The  SBHC  is  a  part  of  the  health 
service  system  for  children  and  adolescents 
and  complements  existing  school  and 
community  health  and  social  services.  As  of 
January  1994,  the  Department  of  Public 
Health  supports  twenty-two  community 
health  care  facilities  which  are  operating  or 
planning  the  operation  of  SBHCs  for  a  total 
of  32  elementary,  middle  and  high  school 
sites  statewide. 

The  Department  of  Public  Health  along  with 
the  Division  of  Medical  Assistance  has 
drafted  quality  standards  for  SBHCs.  The 
standards  will  be  finalized  late  in  1994. 
Compliance  with  standards  will  establish 
SBHCs  as  a  legitimate  part  of  the  health 
care  system,  support  the  delivery  of  quality 
care,  and  better  ensure  provider  ability  to 
maximize  third  party  reimbursement  for 
services. 


MASSACHUSETTS  PREVENTION 
CENTERS 


The  Massachusetts  Department  of  Public 
Health,  with  support  from  the  Massachusetts 
Department  of  Education  and  the  Executive 
Office  of  Public  Safety,  funds  ten  regional 
Prevention  Centers  to  enhance  local 
communities'  ability  to  develop  and  sustain 
local  health  promotion  activities.  The 
Centers  offer'a  variety  of  services  to  schools 
and  other  organizations  to  promote  health 
and  prevent  alcohol,  tobacco  and  other  drug 
abuse,  HIV  infection,  violence,  and  other 
related  health  issues.  The  following  is  a 
brief  description  of  the  services  offered  by 
the  Prevention  Centers. 


Linkages  and  Networking:  On  a  regular 
basis,  the  Massachusetts  Prevention  Centers 
will  convene  region-wide  meetings  of  health 
education  coordinators,  school  nurses, 
D.A.R.E.  officers,  peer  advisors  and  local 
community  based  tobacco  control  programs. 


Resource  Libraries:  The  Prevention  Center 
libraries  house  an  extensive  collection  of 
videotapes,  films,  books,  journals,  and 
pamphlets  covering  a  range  of  topics  in  a 
variety  of  languages.  These  resources  are 
available  on  loan  to  the  public  at  no  cost. 
Prevention  Centers  provide  on-site 
presentations  of  comprehensive  health 
education  materials  to  school  systems. 


Training:  The  Massachusetts  Prevention 
Centers  offer  trainings  to  community 
coalitions,  youth  leaders,  parents,  elders, 
businesses  and  many  others.  Trainings 
include  (1)  skill  development,  (2)  team 
building,  (3)  outreach  recruitment,  (4) 
coalition  building,  (5)  development  of 
cultural  competence,  (6)  certain  health 
content  areas,  (7)  needs  assessments  and 
evaluation.  Trainings  to  schools  on 
curriculum  implementation  are  available 
through  individually  negotiated  contracts 
with  the  Prevention  Centers. 

Please  contact  the  Massachusetts  Prevention 
Center  serving  your  community  for  more 
information. 
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Lower  Pioneer  Valley 
110  Maple  Street,  #301 
Springfield,  MA  01105- 
Tel:  (413)732-2009 
(800)  789-3070 
TTY:  (413)732-1501 
Fax:  (413)732-1305 
Amina  Ali,  Director 
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Agawam 

Blandford 

East  Longmeadow 

Granville 

Hampden 

Longmeadow 

Montgomery 


Russell 
Southwick 
Springfield 
Tolland 

West  Springfield 

Westfield 

Wilbraham 


Greater  Western  MA 
76  Pleasant  Street 
Northampton,  MA  01060 
Tel:  (413)  584-3880 
1-800-850-3880 
TTY:  (413)586-6598 
Fax:  (413)  585-9765 
Edna  Apostol,  Director 


Adams 

Alford 

Amherst 

Ashfield 

Athol 

Becket 

Belchertown 

Bernardston 

Buckland 

Charlemont 

Cheshire 

Chester 

Chesterfield 

Chicopee 

Clarksburg 

Colrain 

Conway 

Cummington 

Dalton 

Deerfield 

Easthampton 

Egremont 

Erving 

Florida 

Gill 

Goshen 
Granby 

Great  Barrington 

Greenfield 

Hadley 

Hancock 

Hatfield 

Hawley 

Hinsdale 


Monroe 

Montague 

Monterey 

Mount  Washington 

New  Ashford 

New  Marlborough 

New  Salem 

North  Adams 

Northampton 

Northfield 

Orange 

Otis 

Palmer 

Pelham 

Peru 

Petersham 

Philipston 

Pittsfield 

Plainfield 

Richmond 

Rowe 

Royalston 

Sandisfield 

Savoy 

Sheffield 

Shelburne 

Shutesbury 

South  Hadley 

Southampton 

Stockbridge 

Sunderland 

Tyringham 

Ware 

Warwick 


Holyoke 

Huntington 

Lanesborough 

Lee 

Lenox 

Leverett 

Leyden 

Ludlow 

Middlefield 


Washington 
Wendell 

West  Stockbridge 

Westhampton 

Whately 

Williamsburg 

Williamstown 

Windsor 

Worthington 


Greater  Framingham/South  Central  MA 

158  Union  Avenue 

Framingham,  MA  01701 

Tel:  (508)  875-5419 

TTY:  (508)  875-5502 

Fax:  (508)  875-6214 

Susan  Downey,  Director 


Ashland 

Bellingham 

Berlin 

Blackstone 

Brimfield 

Brookfield 

Charlton 

Douglas 

Dudley 

East  Brookfield 

Framingham 

Franklin 

Holland 

Holliston 

Hopedale 

Hopkinton 

Hudson 

Marlborough 

Maynard 

Medfield 

Medway 

Mendon 

Milford 

Millis 

Millville 


Monson 

Natick 

Norfolk 

North  Brookfield 

Northborough 

Northbridge 

Oxford 

Sherborn 

Southborough 

Southbridge 

Spencer 

Stow 

Sturbridge 

Sudbury 

Sutton 

Upton 

Uxbridge 

Wales 

Walpole 

Warren 

Wayland 

Webster 

West  Brookfield 

Westborough 

Wrentham 


Greater  Worcester/ 
North  Central  MA 
100  Grove  Street 
Worcester,  MA  01605 
Tel:  (508)  752-8083 
1-800-753-3115 
TTY:  (508)  753-3115 
Fax:  (508)  798-9857 
Kirsten  Nicholas,  Director 


Ashburnham 
Ashby 
Auburn 
Ayer 


Leominster 
Lunenburg 
Millbury 
New  Braintree 
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Barre 

Bolton 

Boylston 

Clinton 

Fitchburg 

Gardner 

Grafton 

Groton 

Hardwick 

Harvard 

Holden 

Hubbardston 

Lancaster 

Leicester 


Oakham 

Paxton 

Pepperell 

Princeton 

Rutland 

Shirley 

Shrewsbury 

Sterling 

Templeton 

Townsend 

West  Boylston 

Westminster 

Winchendon 

Worcester 


Littleton 
Lynn 
Lynnfield 
Manchester 


Wilmington 

Winchester 

Woburn 


Boston 

95  Berkeley  Street 
Boston,  MA  02116 
Tel:  (617)  423-4337 
TTY:  (617)  451-0007 
Fax:  (617)  451-0062 
Margie  Henderson,  Director 
Boston 


Merrimack  Valley 
21  Lawrence  Street 
Lawrence,  MA  01840 
Tel:  (508)  688-2323 
1-800-LIVEWELL 
TTY:  (508)975-7778 
Fax:  (508)  975-7779 
Zoraida  LeBron,  Director 


Amesbury 

Andover 

Billerica 

Boxford 

Chelmsford 

Dracut 

Dunstable 

Georgetown 

Groveland 

Haverhill 

Lawrence 

Lowell 


Merrimac 

Methuen 

Middleton 

Newbury 

Newbury  port 

North  Andover 

Rowley 

Salisbury 

Tewksbury 

Tyngsborough 

West  Newbury 

Westford 


West  Suburban/North  Shore 

27  Congress  Street 

Salem,  MA  01970 

Tel.  (508)  745-8890  (voice/TTY) 

Fax:  (508)  741-3104 

Mayra  Rodriguez-Howard,  Director 


Acton 

Bedford 

Beverly 

Boxborough 

Burlington 

Carlisle 

Concord 

Danvers 

Essex 

Gloucester 

Hamilton 

Ipswich 

Lexington 

Lincoln 


Marblehead 

Melrose 

Nahant 

North  Reading 

Peabody 

Reading 

Rockport 

Salem 

Saugus 

Stoneham 

Swampscott 

Topsfield 

Wakefield 

Wenham 


Metro/Suburban  MA 
522  Mass.  Ave.,  #203 
Cambridge,  MA  02139 
Tel:  (617)  441-0700  (v/TTY) 
Fax:  (617)  441-0555 
Marsha  Lazar,  director 


Arlington 

Belmont 

Brookline 

Cambridge 

Chelsea 

Dedham 

Dover 

Everett 

Maiden 

Medford 


Needham 

Newton 

Revere 

Somerville 

Waltham 

Watertown 

Wellesley 

Weston 

Westwood 

Winthrop 


Metro/Southeast  MA 
942  West  Chestnut  St. 
Brockton,  MA  02401 
Tel:  (508)583-2350 
TTY:  (508)583-2847 
Fax.  (508)583-2611 
Beverly  Wright,  Director 


Abington 

Attleboro 

Avon 

Braintree 

Bridgewater 

Brockton 

Canton 

Carver 

Cohasset 

Duxbury 

East  Bridgewater 

Easton 

Foxborough 

Halifax 

Hanover 

Hanson 

Hingham 

Holbrook 


Mansfield 

Marshfield 

Milton 

North  Attleboro 

Norton 

Norwell 

Norwood 

Pembroke 

Plainville 

Plymouth 

Plympton 

Quincy 

Randolph 

Rockland 

Scituate 

Sharon 

Stoughton 

West  Bridgewater 
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Hull 

Weymouth 

Kingston 

Whitman 

Southeast  Coastal  MA 

370  Faunce  Corner  Road 

N.  Dartmouth,  MA  02747 

Tel:  (508)  998-9722 

1  (800)  720-9722 

TTY;  (508)998-9702 

Fax:     (508)  998-3084 

Warren  Berube,  Director 

Acushnet 

Mattapoisett 

Barnstable 

Middleborough 

Berkley 

Nantucket 

Bourne 

New  Bedford 

Brewster 

Oak  Bluffs 

Chatham 

Orleans 

Chilmark 

Provincetown 

Dartmouth 

Raynham 

Dennis 

Rehoboth 

Dighton 

Rochester 

Eastham 

Sandwich 

Edgartown 

Seekonk 

Fairhaven 

Somerset 

Fall  River 

Swansea 

Falmouth 

Taunton 

Freetown 

Tisbury 

Gay  Head 

Truro 

Gosnold 

Wareham 

Harwich 

Wellfleet 

Lakeville 

West  Tisbury 

Marion 

Westport 

Mashpee 

Yarmouth 

•Beginning  in  September  1996,  addition  of  a 
requirement  for  hepatitis  B  vaccine  on  entry 
to  kindergarten  for  all  children  born  on  or 
after  January  1,  1992. 


•Clarification  of  the  minimum  number  of 
doses  of  diphtheria-tetanus-pertussis  (DTP) 
vaccine  and  polio  vaccine  required  on  entry 
into  kindergarten. 


•Beginning  in  September  1995,  requirement 
for  a  second  dose  of  measles  vaccine  at 
entry  into  kindergarten.  (To  ensure  that 
several  cohorts  of  children  do  not  miss 
receiving  a  second  dose  of  measles  vaccine, 
the  requirement  for  the  second  dose  at  entry 
into  seventh  grade  would  have  to  continue 
until  2002,  at  which  time  it  would  be 
discontinued). 


•In  the  section  for  college  students, 
permitting  30  days,  rather  than  10,  to 
produce  proof  of  immunization. 

A  copy  of  the  proposed  regulations  may  be 
obtained  from  your  School  Health  Advisor. 


MEDICATION  ADMINISTRATION 
IN  PUBLIC  AND  PRIVATE  SCHOOLS 

QUESTIONS  &  ANSWERS 


REVISION  OF  IMMUNIZATION 
REQUIREMENTS  FOR 
ENTRY  INTO  SCHOOL 


ihe  Massachusetts  Department  of  Public 
Health  held  a  hearing  on  September  12, 
1994  to  receive  public  comment  on  the 
proposed  amendments  to  105  CMR  220.000: 
Immunization  of  Students  before  Admission 
to  School.  The  proposed  regulations 
include  the  following  changes  and,  provided 
they  are  approved,  will  become  effective  in 
September  1995: 

•Inclusion  of  a  section  containing 
immunization  requirements  for  children 
enrolled  in  preschool  programs  offered  by 
public  school  systems. 


Q:  Do  the  "Regulations  Governing  the 
Administration  of  Prescription 
Medications  in  Public  and  Private 
Schools"  (105  CMR  210.000)  apply 
to  our  school  system  if  we  are  not 
planning  to  delegate? 

A:  Yes!  These  regulations  apply  to  aH 
public  and  private  schools  in  the 
Commonwealth,  whether  or  not  they 
choose  to  delegate  medications! 

Q:  Who  is  responsible  for  the 
development  and  implementation  of 
the  medication  policy  in  the  school 
system? 

A:  The  school  nurse  (R.N.)  or  school 
nurse  supervisor  (R.N.)  is  responsible 
for  developing  the  policy,  in 
consultation  with  the  school 
physician.     After  approval  of  the 
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policy  by  the  school  committee,  the 
school  nurse  (R.N.)  is  responsible  for 
managing  the  medication 
administration  program. 

Q:  What  do  we  do  about  Psychotropic 
Drugs?  Do  we  need  to  fill  out  the 
old  Psychotropic  Drug  forms  and 
send  them  to  the  Massachusetts 
Department  of  Public  Health 
(MDPH)  or  keep  them  in  the  school? 

A:       Psychotropic  medications  are  treated 
as  any  other  prescription  medication 
and  only   the   required  forms  as 
described   in   the   regulations  are 
needed.  These  include: 
*Parent/Guardian  Consent 
*Medication  Order 
*Medication  Administration  Plan 
*Medication  Administration 
Daily  Log 

(Specific  to  each  student) 

Contact  your  School  Health 
Advisor  for  sample  copies. 

Q:  Our  school  system  will  not  be 
delegating  medication  administration 
to  unlicensed  school  staff.  Do  we 
have  to  register  with  the  MDPH? 

A:  No.  Registration  with  MDPH  is 
required  only  if  school  nurses  (R.N.) 
are  delegating  to  unlicensed  staff 
during  the  school  day. 

Q:  What  do  we  have  to  do  in  order  to 
delegate  medication  administration 
on  field  trips  or  short-term  events 
only? 

A:  If  your  school  system  chooses  to 
delegate  medication  administration  to 
unlicensed  personnel  on  field  trips  or 
other  short  term  special  school 
events  only,  you  may  request  special 
permission  from  the  MDPH.  Please 
address  the  request  for  this  limited 
delegation  of  medications  to  your 
regional  School  Health  Advisor. 
Requirements  for  field  trips  are 
stated  in  210.005(E)  (1)  (0)  on  page 
1125  of  the  regulations.  Permission 
will  be  granted  for  one  school  year. 

Q:  How  does  our  school  system  register 
with  the  MDPH  to  permit  medication 
administration  to  be  delegated  to 
unlicensed  personnel? 

A:       1.  One  or  more  school  nurses  (R.N.) 


from  your  system  must  first  attend 
one  of  the  department  sponsored 
Train-The-Trainer  programs  which 
are  held  periodically  during  the 
school  year.  The  Train-the-Trainer 
programs  are  being  scheduled  by  the 
School  Health  Institute.  Information 
will  be  forthcoming. 

2.  The  "Initial  Request  to  the  School 
Health  Unit  for  Approval  to  Delegate 
the  Administration  of  Prescription 
Medications  in  Public  and  Private 
Schools",  must  be  submitted  to  your 
School  Health  Advisor  along  with  the 
required  documentation. 

Once  the  School  Health  Advisor 
approves  the  "Initial  Request",  the 
Food  and  Drug  Division  within  the 
MDPH  will  be  notified  to  proceed 
with  the  registration.  A 
representative  of  Food  and  Drug  will 
contact  you  regarding  this  part  of  the 
registration  process. 

Q:  Can  a  single  school  building  (or  one 
school  nurse)  register  to  delegate 
medications? 

A:  No.  The  entire  school  system  must 
register  although  school  policies 
may  restrict  delegation  to  certain 
buildings  or  grades.  There  should  be 
one  medication  policy  for  each 
school  system. 

Q:  Will  I  be  at  risk  of  losing  my 
license  as  a  registered  nurse  (R.N.)  if 
I  have  an  unlicensed  person  give 
medications  "on  my  license"? 

A:  No!  No  one  may  act  on  someone 
else's  license.  Only  the  nurse  who 
is  licensed  works  "on  her/his 
license. "  The  Board  of  Registration 
in  Nursing  regulations  on  delegation 
and  supervision  (244  CMR  3.05)  as 
well  as  the  MDPH  regulations 
regarding  medications  in  the  schools 
allow  the  school  nurse  (RN)  to 
delegate  nursing  activities  providing 
the  delegating  RN  bears 
responsibility  for: 

1.  making  an  appropriate 
assessment; 

2.  properly  and  adequately 
teaching,  directing  and 
supervising  the  delegatee;  and 
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3.        the     outcome     of  that 
delegation. 

Please  note:  "it  is  unlawful  for  any 
unlicensed  person  to 
administer  prescription 
medications  unless  the  school 
is  registered  to  delegate 
medications  under  105  CMR 
210.000  Regulations 
Governing  the  Administration 
of  Prescription  Medications  in 
Public  and  Private  Schools. 
Failure  to  comply  with  the 
regulations  raises  the  risk  of 
liability." 


COMMUNICABLE  DISEASE  UPDATE 


You  Be  The  Epi! 

A  5-year-old  boy  with  asthma  comes  in  for 
his  fourth  dose  of  polio  and  fifth  dose  of 
DTP  vaccines.  His  mother  says  his  usual 
medications  include,  Alupent  (lOmg  3 
times/day)  and  a  Beclovent  inhaler  (2  puffs 
3  times/day).  However,  last  week  he  had  a 
"flare-up"  of  his  asthma  and  had  to  take 
prednisone  20  mg  once  a  day  for  5  days. 
He  is  otherwise  healthy. 

His  mother  is  concerned  about  how  her  son's 
steroid  use  might  affect  the  immunizations. 
She  is  particularly  worried  about  oral  polio 
vaccine  (OPV),  which  is  a  live-virus  vaccine. 

Analysis: 

There  are  often  questions  concerning  the 
dose  of  corticosteroid  that  may  cause 
sufficient  immunosuppression  to  interfere 
with  the  effectiveness  of  vaccines  (both 
killed  and  live).  An  immunosuppression 
side  effect  can  become  a  contraindication  to 
the  administration  of  live  vaccines. 

Since  immunosuppressive  effects  may  vary, 
the  exact  amount  and  duration  of  systemic 
steroid  therapy  needed  to  suppress  the 
immune  system  of  an  otherwise  healthy 
child  is  not  well  defined.  and 
immunosuppressive  effects  may  vary. 
However,  the  Advisory  Committee  on 
Immunization  Practices  states  that  many 
experts  recommend  the  following: 


1 .  If  a  steroid  dosage  is  the  equivalent 
of  either  2mg/kg  of  body  weight  or  a 
total  of  20mg  of  prednisone/day  for 


>  2  weeks,  it  is  sufficiently 
immunosuppressive  to  raise  concern 
about  the  safety  of  live  vaccines. 
Corticosteroids  used  in  greater  than 
physiologic  doses  can  also  reduce 
antibody  response  to  both  live  and 
killed  vaccines. 

2.  If  a  patient  receives  steroids  at  the 
equivalent  of  either  2mg/kg  of  body 
weight  or  a  total  of  20  mg  of 
prednisone/day,  providers  should  wait 

>  3  months  after  discontinuation  of 
therapy  before  administering  live 
vaccines.  Killed  vaccines  can  be 
administered  at  any  time,  although 
response  may  be  suboptimal. 

3.  Steroids  in  lower  dosages,  given  for 
<  2  weeks,  given  on  alternate  days 
with  short-acting  preparations,  given 
in  maintenance  physiologic  doses 
(replacement  therapy),  or  given 
topically  by  cream,  ointment,  aerosol, 
or  by  intra-articular/bursal  injection, 
are  NOT  contraindications  to  live 
vaccines.  (MMWR  1993;  42/No. 
RR-41;  1-18.) 


Although  this  child  received  20mg  of 
prednisone/day,  he  was  on  it  for  only  five 
days.  He  also  uses  a  steroid  inhaler, 
Beclovent.  However,  neither  of  these  are 
contraindications  to  receipt  of  either  killed  or 
live  vaccines.  Therefore,  he  can  receive 
both  DPT  and  OPV;  however,  final 
decisions  on  immunizations  rest  with  the 
child's  primary  care  provider. 

Division  of  Epidemiology  Educational 
Materials: 

Pamphlets:  Immunization  pamphlets  are 
now  available  in  large  quantities  in  English, 
Spanish  and  Portuguese.  The  latest  version 
of  the  Parent's  Guide  to  Childhood 
Immunization  is  being  produced. 

Posters:  Large  quantities  of  the 
immunization  posters  are  now  available  in 
English,  Spanish  and  Portuguese. 

Hantavirus  sheet:  An  informational  flyer 
about  reducing  the  risk  posed  by  this  rodent- 
transmitted  virus  is  now  available. 

For  information  about  these  and  other 
educational  materials,  please  contact  your 
regional  office  or  call  (617)  522-3700  ext. 
420. 
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Lyme  Disease  Curriculum  Available 

A  Lyme  disease  awareness  video  and 
curriculum  for  4th  through  6th  graders  is 
now  available.  Teachers  and  school  nurses 
are  encouraged  to  request  these  materials 
and  incorporate  them  into  their  teaching 
plans.  Please  send  your  request  in  writing  to: 
Department  of  Public  Health,  State  Lab, 
Division  of  Epidemiology,  305  South  Street, 
Boston,  MA  02130  ATTN:  Jocelyn  Isadore. 
The  curriculum  and  video  may  be  copied  as 
necessary  and  must  be  returned  to  the 
Division  of  Epidemiology  within  one  month 
of  receipt. 


MODEL  SCHOOL  HEALTH 
INFORMATION  SYSTEM 


The  Model  School  Health  Information 
System  (MSHIS)  Project  is  funded  by  a 
grant  through  the  Division  of  Systems, 
Education  and  Science/Maternal  and  Child 
Health  Bureau  within  the  Federal 
Department  of  Health  and  Human  Services. 
The  project  is  a  joint  effort  between  the 
School  Health  Unit  (SHU)  and  the  Office  of 
Statistics  and  Evaluation  (OSE)  within  the 
Bureau  of  Family  and  Community  Health. 
Leaders  in  the  fields  of  health,  education  and 
information  systems  in  all  six  New  England 
States  are  involved  in  project  development. 

The  project  goal  is  to  provide  a  blueprint 
and  prototype  for  the  development  of  an 
integrated,  automated  school  health 
information  system  in  order  to: 

•Conduct  local  school  district  and  state  needs 
assessments; 

•Monitor  state-specific  mandated  programs 
and  screenings; 

•Comply  with  Title  V  federal  reporting 
requirements; 

•Direct  program  planning  and  management; 
•Assure  follow-up  services  after  problem 
identification  at  the  local  level; 
•Evaluate  programs  and  services. 

The  project  was  developed  to  include  three 
phases:  (1)  project  planning,  (2)  pilot  site 
implementation  and  (3)  outcome  evaluation. 
The  planning  phase  has  concluded  and  the 
focus  over  the  next  year  is  on  system  pilot 
testing  and  prototype  refinement.  The  last 
phase  will  concentrate  on  a  comprehensive 
outcome  evaluation.  The  overall  project 
structure  includes  the  Region  I  and 
Massachusetts  Advisory  Committees,  Project 
Technical  Team  and  Pilot  Demonstration 


Task  Forces. 

An  Entry-into-Kindergarten  (EK)  and  K-12 
data  set  have  been  developed  which  will  be 
refined  during  prototype  testing.  The  EK 
data  system  consists  of  two  components:  (1) 
data  collected  from  parents  at  Kindergarten 
registration  (usually  during  March/April)  and 
(2)  screenings  and  immunization  data 
collection  (typically  occurring  in 
September/October).  The  following  data 
elements  have  been  gleaned  from  discussions 
by  the  Region  I  Advisory  Committee, 
Massachusetts  Steering  Committee,  state- 
specific  meetings  and  interviews  with 
professionals  in  the  field  of  comprehensive 
school  health  both  at  the  state  and  local 
level. 


1. 

Identifiers 

2. 

Date-of-Data-Collection 

3. 

Date-of-Birth 

4. 

Sex 

5. 

Race/Ethnicity 

6. 

Height 

7. 

Weight 

8. 

Immunizations 

9. 

Vision  and  Hearing 

10. 

Lead  Testing 

11. 

Chronic  Conditions 

12. 

Medications 

13. 

Sources  of  Health  Care 

14. 

Health  Insurance  Status 

Additional  EK  data  elements  are  also  being 
considered.  The  K-12  data  set  is  currently 
under  revision.  Select  grades  were  chosen 
(K,4,7,10,12)  to  reflect  major  developmental 
phases  of  childhood  and  adolescence.  Data 
collection  will  be  restricted  to  those  grades. 

The  technical  configuration  of  the  model 
system  including  functional  specifications, 
guiding  principles  and  data  collection 
options  has  been  completed.  The  basic 
"system"  includes  three  components  and  is 
graphically  depicted  in  Figure  I.  The 
foundation  of  this  initiative  is  the 
information  system  at  the  local  school 
district  level.  The  first  year  assessment  has 
confirmed  that  school  information  systems 
are  as  unique  as  the  communities  within 
which  they  are  found.  In  taking  a 
comprehensive  approach  to  school  health, 
based  on  the  CDC  Model,  we  are 
investigating  data  collection  opportunities 
through  central  administrative,  school  nurse, 
special  education,  guidance  and  counseling, 
physical  education  and  other  systems.  The 
Central  Student  Health  Data  Repository  will 
be  housed  at  MDPH  and  will  receive  select 
data    elements    through    the  interchange 
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standard  that  is  under  development.  This 
standard  will  allow  schools  to  submit  data 
regardless  of  the  hardware  and  software  they 
are  currently  using.  A  fax-scannable  option 
is  being  developed  for  schools  whose 
information  systems  are  not  automated. 
Individual  confidential  data  will  be  retained 
by  the  local  school  level.  An 
epidemiological  data  base  will  be  established 
at  the  MDPH  through  the  use  of  a  unique 
identifier. 


only  developing  and  refining  their  own 
information  systems  capacity,  but  also 
collecting  statewide  comparative  data. 
Implementation  plans  are  in  the  process  of 
being  developed  for  each  pilot  site  which 
will  include  specific  options  for 
consideration  by  each  of  the  school  districts. 
The  options  being  developed  will  allow  all 
schools,  regardless  of  size  and/or  resource 
levels,  to  participate  in  the  system  at  some 
basic,  minimal  level. 


Informal  site  visits  and  meetings  with  key 
individuals  were  conducted  with  local  public 
school  systems  in  Massachusetts  as  part  of 
an  initial  assessment  which  took  place 
during  the  first  year  of  the  project.  School 
systems  were  selected  (based  upon 
recommendations  from  the  MDPH,  BFCH 
School  Health  Unit,  Regional  Advisors)  as 
representative  of  "typical"  or  "state-of-the- 
art"  schools.  This  approach  provided  general 
information  which  was  critical  to  system 
design  considerations  and  the  pilot  site 
selection  process. 

Six  pilot  demonstration  sites  were  selected 
across  the  Commonwealth  through  an 
application  process.  Forty-eight  applications 
were  received  and  the  following  sites  were 
selected: 

•Pioneer  Valley  Regional  School  District 
•Northampton  Public  Schools/Smith  Regional 
Vocational-Agricultural  High  School 
•Framingham  Public  Schools 
•Hanover  Public  Schools 
•Chelsea  Public  Schools 

•Lexington  Public  Schools/Minuteman  Regional 
Vocational  Technical  High  School 


MODEL  SCHOOL  HEALTH  INFORMATION  SYSTEM 

System  Overview 


mshis 

Data 
Interchange 
Standard 

Hardwire 
Database  Schema 
Analysis  Tools 


The  prototype  system 
must  be  flexible  to 
accommodate  the  existing 
h*jrrware/6oftw*re  configurations 
wtthm  various  school  districts 


There  is  a  consensus  among  Region  I  States 
that  the  next  step  in  project  development  is 
to  expand  pilot  demonstration  testing 
throughout  the  other  New  England  States. 
Additional  grant  funding  will  be  pursued  to 
address  that  intent. 

The  project  is  looking  for  individuals  and 
organizations  interested  in  reviewing  and 
providing  comments  and  recommendations 
on  the  revised  EK  and  K-12  data  sets.  If 
you  are  interested,  Sabine  M.  Hedberg, 
Project  Director  can  be  reached  at  (617) 
727-0941  for  more  information  or  through 
the  Internet  at  sabine@world.std.com. 


The  School  Meal  Program 
Meets 

the  Dietary  Guidelines  for  Americans 


The  United  States  Department  of 
Agriculture  (USDA),  Food  and  Nutrition 
Service  (FNS)  has  a  new  school  meals 
initiative  designed  to  promote  the  health  of 
children.  The  centerpiece  of  this  initiative  is 
a  new  proposed  rule  designed  to  amend  the 
regulation  outlining  the  nutrition  standards 
on  the  National  School  Lunch  and  School 
Breakfast  Program  to  ensure  that  school 
meal  programs  meet  the  dietary  guidelines. 

What  are  the  Dietary  Guidelines? 
The  Dietary  Guidelines  for  Americans  are 
dietary  recommendations  designed  to  meet 
the  needs  of  most  healthy  people,  two  years 
of  age  or  older  in  the  United  States.  The 
dietary  guidelines  encourage  people  to:  eat  a 
variety  of  foods,  maintain  a  healthy  weight, 
choose  a  diet  with  plenty  of  vegetables, 
fruits  and  grain  products,  and  use  sugar  and 
sodium  in  moderation. 


The  six  sites  represent  traditional  and 
enhanced  school  health  programs  as  well  as 
a  school-based  health  center.  Local  school 
nurses  have  expressed  enthusiasm  over  not 


Over  the  past  30  years,  evidence  from 
nutrition  research  has  established  that  dietary 
patterns  that  contain  excessive  intake  of 
foods  high  in  calories  (especially  calories 


15 


from  fat),  cholesterol  and  sodium  and  low  in 
complex  carbohydrates  and  fiber  are 
associated  with  an  increased  risk  of  chronic 
disease  including  cardiovascular  disease, 
stroke,  diabetes  and  certain  cancers.  The 
nutrition  research  is  summarized  in  two 
major  reports:  The  Surgeon  General's  Report 
on  Health  and  Nutrition  (1988)  and  the 
National  Academy  of  Sciences,  Diet  and 
Health:  Implications  for  Reducing  Chronic 
Disease  Risk  (1989).  Information  from  these 
two  reports  has  been  translated  into  the 
dietary  guidelines  which  contain  practical 
steps  that  individuals  can  take  to  lay  a 
foundation  for  a  healthful  eating  pattern. 

How  are  school  meals  prepared  today? 
Currently,  school  meals  are  focussed  on 
providing  balanced  meals  designed  to  ensure 
that  children  eating  school  meals  receive  1/3 
the  recommended  dietary  allowance  (RDA) 
for  lunch  and  1/4  RDA  for  breakfast  for 
calories  and  key  vitamins  and  minerals.  The 
RDAs  are  the  nutrient  requirements 
necessary  to  meet  the  needs  of  healthy 
persons  and  are  based  on  age  and  gender. 
Schools  must  follow  a  specific  meal  pattern 
which  must  include  a  meat/meat  alternate, 
bread/bread  alternate,  vegetable,  fruit  and 
dairy  products.  These  meal  pattern 
requirements  are  based  on  early  U.S. 
concerns  related  to  eliminating  nutrient 
deficiencies  and  underconsumption  by  the 
nation's  children. 

Today,  the  typical  U.S.  diet  is  high  in  fat, 
saturated  fat  and  sodium  and  low  in  complex 
carbohydrates  and  fiber.  Recent  studies  of 
children's  diets,  including  meals  served  in 
schools,  indicate  that  many  do  not  follow  the 
dietary  guidelines.  In  addition,  data  from 
1989,  1990  Continuing  Survey  of  Food 
Intakes  by  Individuals  conducted  by  USDA, 
demonstrated  that  the  average  child's  daily 
caloric  intake  was  composed  of  35%  fat.  A 
review  of  school  lunches  revealed  that  the 
average  calories  from  fat  was  38%  and 
saturated  fat  was  15%.  The  Dietary 
Guidelines  for  Americans  recommend  30% 
intake  of  fat  and  10%  saturated  fat. 

What  are  the  proposed  changes? 
Recognizing  the  positive  role  that  school 
programs  must  play  in  establishing 
childhood  eating  patterns  that  can  influence 
life-long  habits,  the  FNS  is  proposing  to 
update  the  current  nutrition  standards  to 
incorporate  the  dietary  guidelines  for 
Americans.  The  proposed  regulations  will 
place  more  emphasis  on  minimizing  the 
amount  of  fat,  saturated  fat,  cholesterol  and 
sodium  content  of  the  meals  provided.  In 


addition  to  requiring  that  schools  continue  to 
meet  1/3  RDA  (1/4  Breakfast)  for  key 
nutrients  and  calories,  schools  will  also  be 
asked  to  limit  the  amount  of  fat  in  meals  to 
30%  and  saturated  fat  to  10%.  Schools  will 
also  be  asked  to  increase  the  amount  of 
dietary  fiber  and  decrease  the  amount  of 
sodium  and  cholesterol  in  the  meals 
prepared.  No  specific  numeric  targets  are 
attached  to  these  latter  elements  as  none  are 
specified  in  the  dietary  guidelines.  Schools 
will  be  required  to  analyze  weekly  menus 
for  nutrient  and  fat  content  of  meals,  using 
software  which  conforms  to  FNS  software 
specifications,  to  assure  that  the  guidelines 
are  being  met. 

How  will  the  proposed  changes  be  translated 
into  school  meal  plans? 
Under  this  new  initiative,  no  specific  foods 
will  be  required  other  than  fluid  milk.  For 
example:  a  reimbursable  lunch  will  require  a 
minimum  of  3  menu  items,  one  of  which 
must  be  an  entree  composed  of  either  a 
combination  of  foods  or  a  single  food  item, 
a  second  must  include  fluid  milk,  and  a  third 
food.  Beyond  these  requirements,  schools 
are  allowed  significant  flexibility  in  the 
types  of  foods  offered  as  long  as  nutrient 
analysis  indicate  that  1/3  (or  1/4)  RDA, 
calories  and  key  vitamin  and  minerals  are 
being  met  for  the  specific  age  group. 

How  this  proposed  change  will  affect  your 
school's  meal  programs  depends  on  the 
status  of  your  current  meal  program.  Many 
school  food  service  directors  already  analyze 
their  meal  plans,  and  others  are  making 
strides  toward  developing  menus  that  meet 
the  dietary  guidelines'  recommendations  for 
reduced  fat,  saturated  fat,  sodium  and  sugar. 
These  schools  will  have  less  difficulty  in 
making  the  proposed  changes  than  those  that 
have  made  no  attempt  to  change  their 
menus.  The  new  regulations,  if  accepted 
into  law,  would  not  go  into  effect  until  the 
1998-1999  school  year  which  begins  July  1, 
1998.  Schools  would  have  four  years  to 
make  the  necessary  changes.  Additional 
information  on  these  proposed  changes,  is 
available  through  the  Massachusetts 
Department  of  Education's  Nutrition  Services 
and  Programs  at  (617)  388-3300  X  478  and 
on  the  federal  level: 


Robert  M.  Eadie,  Chief 

Policy  and  Program  Development  Branch 

Child  Nutrition  Division 

Food  and  Nutrition  Service,  USDA 

3101  Park  Center  Drive 

Alexandria,  Virginia  22302 
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MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH 
BUREAU  OF  FAMILY  AND  COMMUNITY  HEALTH 
DIVISION  OF  PREVENTION 
SCHOOL  HEALTH  UNIT 
150  TREMONT  STREET  2ND  FLOOR 

BOSTON,  MA  02111 
FAX:  (617)  727-1579  or  (617)  727-7277 


Anne  Sheetz,  Director  (617)  727-0941,  0944 

Anne  DeMatteis,  School  Based  Health  Center  Program,  (617)  727-0941,  0944 
♦Alice  Morrison,  School  Health  Advisor  (617)  727-0941,  0944  (covering  Southeast  Region) 
Mary  Terrell,  School  Health  Advisor  (617)  727-0941,  0944 
Tom  Comerford,  School  Health  Coordinator  (617)  727-0941,  0944 
Bill  Doran,  Vision  and  Hearing  Coordinator  (617)  727-8510 
Janet  Burke,  Administrative  Secretary  (617)  727-0941,  0944 
Sabine  Hedberg,  Project  Director  (MSHIS),  (617)  727-0944 
Carol  Kronk,  Research  Assistant,  (617)  727-0944 
Leslie  Frank,  Program  Coordinator  (617)  727-0941,  0944 


REGIONAL  SCHOOL  HEALTH  ADVISORS 


WESTERN  REGION 

Constance  Brown,  R.N.,  M.Ed. 
Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health 
23  Service  Center 
Northampton,  MA  01060 
(413)  586-7525  or 

1-800  445-1255  from  413  area  code  only 
FAX:  (413)  784-1037 


CENTRAL  REGION 

Joanne  Buffington,  R.N.,  M.S. 

Massachusetts  Dept.  of  Public  Health 

Bureau  of  Family  and  Community  Health 

180  Beaman  Street  (Route  140) 

West  Boylston,  MA  01583 

(508)  792-7880 

FAX:  (508)  792-7706 


NORTHEAST  REGION 

Margaret  Blum,  R.N.C.,  M.A. 

Massachusetts  Dept.  of  Public  Health 

Northeast  Regional  Health  Office 

Tewksbury  Hospital 

Tewksbury,  MA  01876 

(508)  851-7261  or  (617)  727-7908 

FAX:  (508)  640-1027 


SOUTHEAST  REGION 

*Alice  Morrison,  R.N.,  M.S.,  MPH  (see  above) 
Massachusetts  Dept.  of  Public  Health 
School  Health  Unit 
150  Tremont  Street,  2nd  floor 
Boston,  MA  02111 
(617)727-0941,  0944 

FAX:   (617)  727-7222  or  (617)  727-1579 


William  F.  Weld,  Governor 
Charles  D.  Baker,  Secretary 
David  H.  Mulligan,  Commissioner 
Deborah  Klein  Walker,  Assistant  Commissioner 
Linda  Jo  Doctor,  Division  Director 
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TOBACCO  USE  PREVENTION  AND  CESSATION:  AN  INVESTMENT  IN  THE  FUTURE 


CTigarette  smoking  is  the  leading  cause  of  preventable  death 
and  disease  in  Massachusetts.  Each  year  an  estimated  1 1,000 
Massachusetts  residents  die  from  tobacco-related  illnesses- 
more  than  the  number  of  deaths  due  to  AIDS,  drug  abuse, 
motor  vehicle  accidents,  homicide,  suicide  and  alcohol 
combined.  Research  indicates  that  the  younger  a  person  is 
when  he  or  she  begins  to  smoke,  the  greater  the  likelihood 
of  addiction  to  nicotine.  Studies  indicate  that  90%  of  smokers 
start  before  the  age  of  twenty  with  60%  beginning  before  15 
years  of  age.  Approximately  29%  of  Massachusetts  high 
school  students  have  reported  smoking  within  the  last  month. 
Girls  smoke  consistently  more  than  boys.  One  in  four  (28.1%) 
twelfth  grade  boys  report  the  use  of  smokeless  tobacco 
products.  These  alarming  figures  demand  immediate  and 
sustained  action  to  reduce  the  use  of  tobacco  in  our  youth. 

Massachusetts  schools  have  a  unique  opportunity  to  address 
this  health  issue.  In  November  1992  the  Massachusetts  voters 
approved  an  initiative  petition  known  as  Question  1 
(spearheaded  by  the  American  Cancer  Society)  to  establish  a 
Health  Protection  Fund  with  revenut  generated  from  a  25  cent 
tax  on  cigarettes  and  smokeless  tobacco  products.  Through  the 
Massachusetts  Tobacco  Control  Program,  the  Department  of 
Education  has  awarded  grants  to  290  school  systems  to 
implement  comprehensive  health  education  and  human  services 
programs  which  include  tobacco  prevention  activities.  The 
Department  of  Public  Health  (DPH),  collaborating  closely 
with  the  Department  of  Education,  has  awarded  grants  to  22 
health  care  providers  to  establish  31  school-based  health 
centers  and  to  36  school  systems  to  implement  Enhanced 
School  Health  Service  Programs.  All  DPH-funded  programs 
require  tobacco  prevention  and  cessation  activities  within  the 
schools. 

Four  key  strategies  are  essential  to  reducing  tobacco  use  among 


students:  (a)  effective  tobacco-free  school  policies,  (b)  health 
education,  (c)  cessation  programs  and  (d)  coordination  with 
other  community  programs.  Development  and  consistent 
implementation  of  sound  tobacco-free  school  policies  should 
reflect  an  understanding  that  tobacco  use  is  an  addiction,  that 
violation  of  the  policies  may  represent  an  opportunity  to 
educate  the  staff  or  student  about  the  hazards  of  tobacco  use 
and—if  the  user  is  ready— that  it  may  also  offer  an  entry  point 
into  a  cessation  program.  However,  to  be  effective,  policies 
must  be  consistently  enforced.  This  requires  the  combined 
efforts  of  administrators,  teachers,  school  nurses,  health 
educators,  coaches— and  all  other  responsible  adults  who  care 
about  the  health  of  children  and  adolescents. 

The  second  strategy  is  one  of  primary  prevention:  health 
education  offers  a  chance  to  teach  young  people  about  the 
health  risks  and  addictive  nature  of  tobacco  use.  Messages 
must  be  clear,  consistent  and  developmentally  appropriate. 
Parents  and  other  community  representatives  should  be 
encouraged  to  reinforce  these  messages.  The  third  strategy  for 
the  school  setting  is  the  establishment  of  a  cessation  program. 
For  the  student  who  uses  tobacco  products  and  is  ready  to 
begin  the  long  road  to  quitting,  the  school  offers  a  convenient 
point  of  access  and  an  opportunity  to  take  responsibility  for 
his/her  own  health.  The  fourth  strategy  addresses  coordination 
with  other  groups  in  the  community,  including  coalitions, 
boards  of  health,  youth  and  adult  programs  and  local  media 
thus  creating  a  community-wide  culture  supportive  of  tobacco 
prevention  efforts. 

The  challenge  is  here  for  all  of  us:  Together  we  can  make 
smoking  history! 


Anne  H.  Sheetz,  R.N..  M.P.H. 
Director  of  School  Health 


C.N.A.A. 


"While  we  want  to  provide  the  necessary  assistance  to  help  smokers  quit,  we  also  want  to  provide  the  education 
and  guidance  young  people  need  so  they  never  start."  -  Dr.  Gregory  Connolly,  Director  of  the  Massachusetts 
Tobacco  Control  Program 
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JOINT  DEPARTMENT  OF  EDUCATION  AND  DEPARTMENT  OF  PUBLIC  HEALTH 
TASKFORCE  ON  SCHOOL  NUTRITION:  A  taskforce  consisting  of  representation  of  the  two  state 
agencies,  the  American  Cancer  Society,  American  Heart  Association,  Massachusetts  School  Nurse 
Organization,  and  the  Food  and  Dairy  Council  has  been  formed  to  provide  consultation  on  school 
nutrition  issues.  The  taskforce  is  meeting  monthly.  One  of  its  first  requests  to  the  schools  is  that  a 
representative(s)  from  the  food  service  department  and  other  nutrition  experts  be  appointed  to  the  local 
comprehensive  school  health  advisory  committees. 

SCHOOL  HEALTH  INSTITUTE:  The  School  Health  Institute  has  received  a  grant  from  the  federal 
Bureau  of  Maternal  and  Child  Health  to  provide  additional  regional  continuing  education  programs  for 
school  health  personnel.  An  additional  brochure  is  being  mailed.  Please  call  the  School  Health 
Institute  at  (508)  999-8249  for  information. 

AMERICAN  CANCER  SOCIETY  ACTION  PLAN  FOR  COMPREHENSIVE  SCHOOL 
HEALTH  EDUCATION  AND  HEALTH  AND  HUMAN  SERVICES:  In  June  of  1993  the 
Massachusetts  Chapter  of  the  American  Cancer  Society  convened  a  working  conference  in  Brewster 
to  develop  an  action  plan  for  the  planning  and  implementation  of  comprehensive  school  health 
programs  in  the  Commonwealth.  Conference  participants  represented  a  wide  range  of  health, 
education,  parent  and  state  agencies.  The  action  plan  has  now  been  published.  A  news  conference  is 
being  planned,  and  copies  will  be  available  at  a  later  date. 

REPORT  RELEASE:  "Traumatic  Brain  Injury;  Incidence  and  Prevention"-  The  report  is  available 
by  calling  Cindy  Rodgers  or  Torie  Ozonoff  of  the  Massachusetts  Department  of  Public  Health  at  (61 7) 

727-1246. 

DELEGATION:  Save  the  Date  -  A  conference  on  delegation  within  school  nursing  practice  is 
scheduled  for  April  12,  1995.  This  is  a  joint  effort  of  the  Department  of  Education,  Board  of 
Registration  in  Nursing,  Department  of  Public  Health,  Massachusetts  School  Nurse  Organization, 
Project  School  Care  and  the  U.  Mass  ./Simmons  School  Health  Institute.  A  brochure  from  the  School 
Health  Institute  will  be  forthcoming.  Please  call  the  School  Health  Institute  at  (508)  999-8249  for 
additional  information. 

COMPREHENSIVE  SCHOOL  HEALTH  EDUCATION  AND  SERVICES:  Save  the  Date  -  The 
second  annual  conference  on  comprehensive  school  health  education  and  school  health  services, 
sponsored  by  the  Massachusetts  Department  of  Education,  will  be  held  in  Falmouth  on  May  3 1  and 
June  1,  1995.  The  conference,  entitled  "Health  Messages  Serving  the  Underserved",  will  focus  on 
education  strategies  for  students  who  may  not  receive  effective  health  education  specific  to  their  needs, 
e.g.,  students  in  special  education,  those  with  special  health  care  needs,  survivors  of  sexual  abuse/child 
abuse,  and  gay  and  lesbian  students.  Invitations  will  be  forthcoming  from  the  Department  of 
Education.  AH  school  personnel  interested  in  comprehensive  health  programs  are  invited  to  attend. 

KH>S  AND  COMPANY :  Together  for  Safety:  This  is  a  comprehensive  school-based  personal 
safety  curriculum  available  to  schools  throughout  the  Commonwealth  at  NO  COST  through  the 
generosity  of  the  Massachusetts  Children's  Trust  Fund  and  the  Digital  Equipment  Corporation.  The 
staff  at  the  Lipton  Center  is  responsible  for  training  teachers  and  other  professional  school  personnel 
in  the  use  and  implementation  of  the  curriculum.  For  more  information,  please  call  Diane  Praplaski 
at  the  Lipton  Center,  (508)  537-6039. 
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THE  STATUS  OF  HEALTH  INSTRUCTION 
IN  EDUCATION  REFORM 

by  Para  Chamberlain 
Massachusetts  Department  of  Education 


We  are  half  way  through  the  second  year  of  the  Health 
Protection  Grants  to  school  districts,  and  innovative 
comprehensive  school  health  education  activities  are 
burgeoning  in  every  corner  of  the  state.  Because  these 
grants,  which  are  funded  through  the  Massachusetts 
Tobacco  Control  Program,  are  very  broad  in  scope, 
there  is  no  single  profile  of  what  a  program  looks  like. 
.Among  the  seven  required  areas  of  comprehensive 
health  education  that  need  to  be  addressed  by  schools  in 
their  applications,  (curriculum,  counseling  services, 
coordination  with  health  services,  positive  relationship 
building,  responsible  behavior  change,  healthy  school 
environment  and  community  linkages),  let's  look  at  the 
issue  of  curriculum  implementation  in  this  update. 

The  grant  expects  all  schools  to  have  a  plan  for  full 
implementation  of  a  comprehensive  health  curriculum. 
Schools  teach  health  education  through  many  different 
routes,  but  it's  probably  fair  to  say  that  right  now  no 
district  is  able  to  teach  health  to  every  student  every 
year,  preK-12.  Health  educators  are  struggling  to 
increase  the  status  and  impact  of  health  education 
among  competing  interests  for  the  use  of  "structured 
learning  time",  a  phrase  from  the  new  regulations  for 
Time  and  Learning  published  by  the  Department  of 
Education,  and  feel  in  competition  with  the  core 
academic  subjects  specified  in  the  education  reform 
legislation. 

Health,  a  required  subject  and  part  of  the  Common 
Core  of  Learning,  can  be  counted  as  part  of  the  total 
instructional  time  in  the  regulations,  900  hours  per 
school  year  for  elementary  schools  and  900  hours  for 
secondary  schools.  Because  both  a  Health  Education 
Curriculum  Frameworks  and  a  plan  for  assessing 
student  outcomes  in  health  education  exist,  schools  are 
quickly  realizing  it  is  in  their  best  interest  to  include 
health  education  as  an  integral  part  of  the  full 
curriculum  to  meet  the  state's  expectations  for 
education  reform.  The  practical  question  is  how  to 
accomplish  this  goal. 

With  the  influx  of  additional  health  educators  in  many 
districts,  schools  are  better  equipped  to  implement  their 


plans  for  age  appropriate,  sequential  curricula. 
Many  schools  combine  commercially  produced 
materials  with  teacher-generated  ideas  from  the 
home  front  to  piece  together  their  plan  and  are  using 
creative  strategies  to  include  health  in  the  school 
day.  Often  health  specialists  and  school  nurses 
support  elementary  classroom  teachers  in  curriculum 
development  and  delivery,  and  in  many  middle 
schools  interdisciplinary  teams  or  health  specialists, 
home  economists  and  others  are  responsible  for 
leading  health  education  activities. 

Unfortunately,  instruction  drops  off  precipitously  at 
the  high  school  level,  and  the  population  that 
engages  in  the  highest  levels  of  risky  behaviors, 
high  school  students,  are  the  ones  receiving  the  very 
least  health  instruction.  High  school  scheduling 
presents  a  challenge  to  identify  effective  channels  of 
incorporating  health  into  the  menu  of  offerings. 
Schools  are  using  peer  educators,  health  topic 
weeks/months,  special  events  and  integrated, 
interdisciplinary  modules,  but  we  don't  yet  know 
how  effective  these  efforts  are.  We  are  waiting 
expectantly  for  Time  and  Learning  grant  recipients 
to  demonstrate  some  of  the  creative  scheduling 
solutions  we  so  sorely  need  and  for  more  evaluation 
of  our  present  curriculum  activities. 


"IT'S  TIME  WE  MADE  SMOKING 
HISTORY1* 

by  Fran  Greene 


The  Massachusetts  Department  of  Public  Health's 
Tobacco  Control  Program  moves  into  the  second 
half  of  Fiscal  Year  '95  with  a  full  range  of  activities 
at  the  state,  regional  and  local  levels.  At  the 
forefront  is  a  statewide  Tobacco  Education  Media 
Campaign  which  continues  to  inform  Massachusetts 
residents  about  the  dangers  of  smoking  and  other 
tobacco  use.  In  Fiscal  Year  '94,  the  program's  first 
year,  the  challenge  was  developing  and 
implementing  a  comprehensive  set  of  tobacco 
control  programs  statewide.  It  was  a  year  of  great 
successes!  Cigarette  consumption  fell  10%  in  1993 
from  1992  levels.  This  decline  means  that  80.000 
fewer  adults  and  children  smoked  in  1993  and  of 
that  number,  as  estimated  20.000  deaths  from 
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tobacco  use  were  prevented.  This  represents  a 
remarkable  public  health  achievement  in  the 
commonwealth. 

Currently,  there  are  about  90  Board  of  Health  programs 
serving  220  cities  and  towns;  46  Youth  Tobacco 
Education  and  Leadership  programs;  32  Populations  At 
Risk  programs  targeting  groups  such  as  women, 
communities  of  color  and  cultural  and  linguistic 
minorities;  64  Smoking  Cessation  Programs;  19 
Tobacco  Control  Coalitions;  and  several  Special 
Demonstration  Projects  and  Statewide  Initiatives.  A 
research/evaluation  component  has  been  established  to 
monitor  the  effectiveness  of  these  programs.  The  ten 
Massachusetts  Prevention  Centers  provide  area-wide 
coordination,  training  and  technical  assistance. 

In  Fiscal  Year  '95,  the  challenge  of  the  Massachusetts 
Tobacco  Control  Program  is  to  maintain  the  quality  and 
scope  of  these  initiatives,  despite  a  $16  million  loss  in 
funding. 

Even  with  the  loss  of  funds,  however,  the  Tobacco 
Control  Program's  record  remains  impressive.  Under 
the  theme  "It's  Time  We  Made  Smoking  History",  the 
Program  has  heralded  its  message  to  all  Massachusetts 
residents  through  television,  newspapers,  radio, 
billboards,  T-shirts,  buttons  and  more  -  reaching  out  to 
all  regions  of  the  Commonwealth  with  the  stated  goal 
of  cutting  tobacco  use  in  this  state  in  half  by  1999. 
"We  see  growing  numbers  of  people  turning  away  from 
tobacco  products  every  day  -  especially  young  people," 
said  Dr.  Gregory  Connolly,  Director  of  the  Tobacco 
Control  Program.  "We  want  to  ensure  that  state  law  is 
adhered  to,  that  tobacco  products  are  not  sold  to  young 
people.  While  we  want  to  provide  the  necessary 
assistance  to  help  smokers  quit,  we  also  want  to  provide 
the  education  and  guidance  young  people  need  so  they 
never  start." 

From  statewide  programs  like  the  media  campaign,  the 
Training  and  Networking  Initiative,  the  Tobacco 
Education  Clearinghouse  and  the  Education  and 
Training  Initiative  to  the  many  community  efforts  like 
Board  of  Health  activities,  tobacco  control  coalitions 
and  educational  programs  for  youth  and  various  other 
target  populations,  the  Tobacco  Control  Program  has 
become  an  integral  part  of  Massachusetts  life. 

Tobacco  Control  initiatives  are  underway  in  the  schools 
through  programs  overseen  by  the  Department  of 


Education  and  funded  with  tobacco  tax  monies.  The 
Department  of  Public  Health's  Enhanced  School 
Health  Services  and  School-Based  Health  Centers 
also  help  spread  the  word  to  youth.  And.  tobacco 
monies  overseen  by  the  state  Office  of  Public  Safety 
for  use  by  D.A.R.E.  sends  police  officers  into  the 
classroom  with  lessons  on  the  health  risks  of  using 
tobacco  and  other  substances. 

"There  is  no  better  investment  in  the  public  health 
of  the  Commonwealth  than  the  Massachusetts 
Tobacco  Control  Program,"  says  Public  Health 
Commissioner  David  H.  Mulligan.  "Curbing  tobacco 
use  will  make  the  lives  of  many  Massachusetts 
residents  -  young  and  old  -  healthier  and  fuller." 


PREVENTING  YOUTH  FROM 
USING  TOBACCO 

by  Ann  Hy MS 


The  annual  U.S.  Surgeon  General's  report  issued  in 
1988  documented  the  addictive  nature  of  cigarettes 
and  other  forms  of  tobacco  products.  Most  tobacco 
users  use  tobacco  regularly  and  find  it  extremely 
difficult  to  quit  because  they  are  addicted  to 
nicotine.  Tobacco  use  is  not  simply  a  choice  like 
jogging  or  a  habit  like  eating  chocolate;  it  is  an 
addiction  that  is  fueled  by  the  drug  nicotine. 

Most  smokers  begin  smoking  during  childhood  and 
adolescence;  nicotine  addiction  begins  during  the 
first  few  years  of  tobacco  use.  Moreover,  decades 
of  experience  in  tracking  tobacco  use  demonstrates 
that  if  individuals  do  not  begin  to  use  tobacco  as 
youngsters,  they  are  highly  unlikely  to  initiate  use  as 
adults.  For  any  cross-section  of  adults  who  smoke 
daily,  89%  began  using  cigarettes  and  71%  began 
smoking  daily  by  or  at  age  18.  In  short,  decisions 
by  youth  about  whether  to  use  tobacco  can  have 
lifelong  consequences.  This  is  why  a  youth-centered 
tobacco  use  prevention  approach  is  an  essential  part 
of  any  comprehensive  strategy  for  reducing  tobacco- 
related  disease  and  death. 

The  National  Cancer  Institute  (NCI)  has  identified 
8  structural  elements  necessary  for  an  effective 
school-based  tobacco  prevention  program.  The 
elements  are  as  follows: 
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•  Classroom  sessions  should  be  delivered  at  least  five 
times  per  year  in  each  of  two  years  in  the  sixth 
through  eighth  grades. 

•  The  program  should  emphasize  the  social  factors 
that  influence  tobacco  onset,  short-term 
consequences,  and  refusal  skills. 

•  The  program  should  be  incorporated  into  the 
existing  school  curricula. 

•  The  program  should  be  introduced  during  the 
transition  from  elementary  school  to  junior  high  or 
middle  school  (sixth  or  seventh  grades). 

•  Students  should  be  involved  in  the  presentation  and 
delivery  of  the  program. 

•  Parental  involvement  should  be  encouraged. 

•  Teachers  should  be  adequately  trained. 

•  The  program  should  be  socially  and  culturally 
acceptable  to  each  community. 

In  addition  to  the  above  eight  elements,  an  effective 
component  is  the  establishment  of  school  policies 
restricting  tobacco  use  and  compliance  with  the  policy 
by  students  and  school  personnel. 

The  Center  for  Disease  Control  (CDC)  Guidelines  for 
School  Health  Programs  to  Prevent  Tobacco  Use  and 
Addiction  recommend  that  the  elements  mentioned 
above  be  implemented  in  the  context  of  broader  policy 
support.  These  guidelines  recommend: 

•  Develop  and  enforce  a  school  tobacco-free  policy. 

•  Provide  instruction  about  the  short-  and  long-term 
negative  physiologic  and  social  consequences  of 
tobacco  use,  and  refusal  skills. 

•  Provide  intensive  tobacco-use  prevention  education 
during  early  adolescence  (sixth  grade),  in  junior  high 
or  middle  school,  and  reinforce  the  program  in  high 
school. 

•  Provide  program-specific  training  for  teachers. 

•  Involve  parents  or  families  in  support  of  school- 
based  programs  to  prevent  tobacco  use. 

•  Support  cessation  efforts  among  students  and  all 
school  staff  who  use  tobacco. 

•  Assess  the  tobacco-use  prevention  program  at 
regular  intervals. 

A  school-based  prevention  program  alone  has  inherent 
limitations  in  impact  and  scope.  Any  effort  to  prevent 
adolescent  tobacco  initiation  or  dependence  must 
address  the  social  context  for  tobacco  use.  Initial 
studies  suggest  that  the  combination  of  school  and 
community  tobacco  use  prevention  programs  can 


enhance  the  short-term  impact  of  the  school-based 
programs  by  providing  a  longer-term,  multi-pronged 
approach  that  complements  school-based  programs. 
Some  community  interventions  include 
environmental  regulations,  legislative  initiatives 
concerning  pricing  and  promotion  of  tobacco 
products,  and  other  types  of  societal  interventions. 
Recent  research  has  begun  to  add  community 
intervention  components  that  explicitly  target  the 
social  environment  to  help  adolescents  remain 
nonsmokers.  Community  interventions  can  also 
help  change  community  norms  or  practices  that  are 
relevant  to  adolescent  tobacco  use  such  as 
enforcement  of  age  restrictions  on  the  sale  of 
tobacco  and  support  of  a  smoke-free  environment. 

Excerpted  from: 

Growing  Up  Tobacco  Free 

Preventing  Nicotine  Addiction  In  Children  And  Youths.  Editors.  B.  Lynch 
and  Bonnie.  R..  Washington  DC,  1994. 


SMOKING  CESSATION 
TRAINING  &  TECHNICAL  ASSISTANCE 

by  W.  Ke*h  Pemtetl  &  Ted  PurceH 


I  obacco  continues  to  be  used  by  a  large  population 
of  our  youth  in  spite  of  the  known  dangers  and  its 
use  on  school  property  in  violation  of  state  laws  and 
district  policies.  Because  of  the  prevalence  of 
tobacco  use  on  school  grounds,  coupled  with  the 
addictive  properties  of  nicotine,  the  Massachusetts 
Tobacco  Control  Program  (MTCP)  has  trained  200 
school  health  personnel  as  facilitators  for  the 
Tobacco  Education  Group  (TEG)  and  the  Tobacco 
Awareness  Program  (TAP).  The  TEG  and  TAP 
training  for  facilitators  was  conducted  by  the 
developer  of  the  programs,  W.  Keith  Pendell.  The 
programs  were  developed  in  the  Fullerton  Joint 
Union  High  School  District,  Fullerton.  California  as 
a  result  of  the  passing  of  Proposition  99,  a  similar 
tobacco  tax  increase  to  Massachusetts'  Question  1 . 
At  this  time  TEG  and  TAP  programs  are  actively 
operating  in  27  states. 

The  Tobacco  Education  Group  (TEG)  program  is 
a  positive  alternative  to  suspension  for  those  caught 
using  tobacco  on  school  property.  Instead  of  using 
traditional  methods  of  dealing  with  policy  violators, 
the  tobacco  users  are  assigned  to  this  involuntary 
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tobacco  education  program.  The  program  consists  of  8- 
half  hour  engaging  sessions  that  leads  the  adolescent 
participants  to  adopting  a  healthier  tobacco-free  life- 
style through  cooperative  learning  activities. 
Participants  are  encouraged  to  share  this  information 
with  their  friends  and  parents.  For  those  students  who 
voluntarily  want  to  quit  their  tobacco  addiction,  the 
award  winning  Tobacco  Awareness  Program  (TAP) 
provides  a  comprehensive  tobacco  awareness  and 
cessation  behavior  modification  curriculum.  Included 
in  the  curriculum  are  three  methods  of  tobacco 
cessation:  cold  turkey,  tapering,  and  postponing. 
These  methods  are  taught  in  a  support  group  setting  of 
students  who  voluntarily  want  to  quit  using  tobacco.  Its 
unique  component  is  the  motivational  techniques  used 
to  move  the  students  from  the  desire  to  the  action  stage 
of  quitting.  TAP  extends  to  the  home  by  empowering 
its  participants  to  share  the  cessation  process  with  their 
friends  and  parents  who  often  quit  using  tobacco  too! 
Both  programs  address  the  dangers  of  both  smoking  and 
spit  tobacco  use. 

One  of  the  most  important  pieces  of  the  puzzle  to 
making  TEG  and  TAP  or  any  tobacco 
intervention/cessation  program  successful  are  a  well 
thought  out  tobacco  policy  and  accompanying 
administration  regulations  in  the  school  system.  Most 
importantly,  administrative  support  for  these  programs 
is  critical  to  their  success  and  the  solution  to  the 
tobacco  problems  in  schools.  The  importance  of 
encouraging  adolescents  to  attempt  to  stop  using 
tobacco  by  offering  support  to  treat  their  addiction  to 
tobacco  cannot  be  emphasized  enough.  Purely  punitive 
measures  are  rarely  effective  at  getting  teenagers  or 
adults  to  stop  using  tobacco.  An  effective  policy 
includes  the  following  components:  (1)  prohibition  of 
all  tobacco  use  on  district  property  including  district 
vehicles,  (2)  all  property  posted  with  universal  "no 
tobacco  use"  signs,  and  (3)  an  opportunity  for  both  staff 
and  students  to  participate  in  a  tobacco  cessation 
program.  Ideally,  the  policy  should  provide  an 
implementation  period  and  must  include  administration 
regulations  for  policy  violators. 

The  TEG  and  TAP  programs  are  most  successful  when 
the  responsibility  for  facilitation  is  part  of  the  normal 
duties  of  one  or  more  staff  at  the  school  or  a  stipend  is 
offered  for  facilitating  the  groups.  Again  administrative 
support  is  important.  This  allows  the  facilitator  to 
allocate  the  proper  resources  required  and  to  be 
supportive  to  the  needs  of  student  tobacco  users.  The 
ongoing  success  of  TAP  depends  on  the  feedback  that 


one  group  of  graduates  passes  on  to  others  who  need 
the  program  support.  If  the  students  feel  they  have 
a  safe,  comfortable  environment  to  address  their 
tobacco  addiction,  they  have  a  better  chance  of 
quitting  and  "staying  quit".  La  Habra  High  School 
TAP  graduate  Robert  Hogan  says  "TAP  taught  me 
that  smoking  is  harmful  to  my  body,  I  could  save 
money  by  not  smoking  and  I'm  not  alone  in  trying 
to  quit."  Another  TAP  student,  Jania  Chavez 
comments,  "TAP  showed  me  that  smoking  is  not 
glamorous!  I  quit  because  of  TAP!" 

After  senior  Jarrod  Bode  was  caught  smoking  on 
campus  in  La  Habra,  California  and  assigned  to  the 
TEG  program  he  said  "Smoking  isn't  fun  anymore 
because  I  went  to  TEG!"  Taunton  High  School 
TAP/TEG  facilitator  Diane  O'Brien's  students  have 
had  tremendous  success  in  the  program.  Her 
success  is  largely  attributed  to  the  support  she 
receives  from  her  administration  and  immediate 
supervisor,  Suzanne  Powers,  Health  Coordinator. 
According  to  Ms.  O'Brien,  the  students  in  her 
program  have  either  quit  altogether  or  have 
dramatically  cut  down  with  plans  to  quit  soon. 
Interviewed  at  a  December  1994  TEG/TAP 
facilitator  training  in  Worcester,  the  Taunton  High 
School  TEG/TAP  students  attributed  their  success  in 
quitting  or  cutting  down,  in  a  large  part,  to  "Ms. 
O'Brien's  empathetic  support  and  the  motivation  the 
program  gave  them."  When  asked  about  her  role  as 
a  TEG/TAP  advisor,  O'Brien  stated,  "Truly,  this  has 
been  one  of  the  most  positive  and  rewarding 
experiences  of  my  adult  life.  Seeing  the  success  of 
the  kids  is  gratifying  and  being  a  part  of  that 
experience  is  the  most  rewarding  part." 

Ms.  O'Brien  reports  she  begins  a  new  TEG  program 
every  two  weeks!  O'Brien  continued  by  saying, 
"The  students  report  that  they  don't  even  feel  like 
they  are  being  punished  -  they  enjoy  coming!"  The 
majority  of  the  TEG  "graduates"  go  on  to  the  TAP 
group  to  learn  how  to  quit  and  report  having  a 
positive  experience  in  that  group  as  well.  Those 
TAP  students  attending  the  facilitator  seminar  in 
Worcester  stated  they  didn't  want  the  TAP  program 
to  end  either! 

Another  successful  TEG/TAP  program  is  flourishing 
at  Homstead  High  School  in  Fort  Wayne,  Indiana 
under  the  direction  of  Mr.  Pat  Leffers,  SAP 
Coordinator.  "There  is  a  waiting  list  of  students  to 
be  enrolled  in  the  TEG  program  because  the 
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administration  has  a  plan  for  the  students  violating  the 
school's  tobacco  policy.  The  administration  is  pleased 
there  is  a  place  for  the  violators  to  learn  the  dangers  of 
using  tobacco  and  who  may  then  decide  to  quit  in  the 
process."  Credit  for  the  program's  success  also  lies  with 
Mr.  Leffers,  a  former  tobacco  user  who  is  empathetic, 
enthusiastic  and  very  supportive. 

The  Smoking  Cessation  Training  and  Technical 
Assistance  Project,  which  is  based  at  the  University  of 
Massachusetts  Medical  Center  in  Worcester,  has 
sponsored  two  TEG  and  TAP  facilitator  trainings  and 
is  available  to  offer  technical  assistance  to  any  school 
system  that  is  addressing  the  issue  of  tobacco 
intervention  and  cessation.  Please  do  not  hesitate  to 
contact  the  program  at  (508)  856-4099. 


THE  ROLE  OF 
NUTRITION  INTERVENTIONS 
IN  SMOKING  PREVENTION/CESSATION 
PROGRAMS  FOR  YOUNG  PEOPLE 

by  Maria  F.  Bcttenceurt 


Cigarette  companies  are  well  aware  of  the  vulnerability 
of  their  young  audiences.  In  fact,  90%  of  smokers  begin 
smoking  before  the  age  of  1 9.  Over  $4  billion  a  year 
is  spent  on  advertising.  Marketing  to  young  people  is 
done  through  advertising  in  magazines  that  young 
people  read,  movies,  television,  sporting  events  and 
other  activities.  Themes  pushed  by  the  companies 
include  linking  cigarette  smoking  or  tobacco  chewing 
with  success,  slimness  and  the  "cool",  adult  thing  to  do. 

A  very  strong,  widely  documented  reason  for  initiating 
smoking,  especially  among  females,  is  the  belief  that 
smoking  helps  to  control  weight.  By  the  time  they  are 
adolescents,  large  numbers  of  females  are  preoccupied 
with  their  weights.  Fear  of  obesity  can  lead  to  a 
distorted  body  image,  inappropriate  eating  behaviors 
and  susceptibility  to  fad  diets  including  the  use  of 
tobacco  as  a  method  for  controlling  weight  gain. 
Research  has  shown  that  young  smokers  are  more  likely 
to  endorse  smoking  as  a  weight  control  method  as 
compared  to  older  smokers.  Cigarette  companies 
capitalize  on  the  vulnerability  of  the  young  person  who 
is  struggling  with  the  issues  of  body  image  and  self 
esteem  by  launching  advertising  campaigns  that  link 
slimness  with  smoking.      They  use  our  culture's 


obsession  with  weight  and  the  discriminatory 
attitudes  toward  obese  or  overweight  individuals  to 
promote  their  product.  Teens  are  well  aware  of  the 
stigma  attached  to  overweight  people.  Overweight 
individuals  are  falsely  stereotyped  as  having  a 
variety  of  undesirable  characteristics  including  self- 
indulgence,  laziness,  lack  of  self  control  and  lack  of 
intelligence.  Young  people  are  particularly  sensitive 
to  this  type  of  criticism. 

Nutrition  Intervention  in  Smoking  Prevention 

Educational  efforts  to  prevent  smoking  provide  an 
opportunity  for  educators  to  offer  sound  health  and 
nutrition  information  while  advising  against 
unsound/unsafe  practices  such  as  the  use  of  tobacco 
products.  Information  on  how  tobacco  companies 
through  advertising  entice  young  people  to  smoke 
and  provide  misleading  information  related  to 
weight  and  smoking  should  be  a  key  component.  In 
particular,  discussions  on  the  relationship  between 
smoking  and  weight  control  should  be  an  integral 
part  of  every  program. 

Although  smokers  are  generally  somewhat  leaner 
than  non-smokers,  it  is  important  to  emphasize  that 
the  health  consequences  far  outweigh  the  benefits  of 
weighing  a  little  more.  Issues  of  concern  to  teens 
such  as  body  image  that  impact  on  their  self  esteem 
need  to  be  discussed  together  with  messages  that 
discourage  the  use  of  dangerous  dieting  techniques 
such  as  initiating  smoking  to  control  weight.  Youth 
need  to  be  educated  to  understand  the  normal 
growth  and  developmental  stage  which  is 
characteristic  of  all  teens,  and  that  growth  rates, 
body  size  and  body  composition  are  unique  to  each 
person.  It  should  be  explained  that  the  slight  sex 
difference  in  body  fat  and  lean  weight  during 
infancy  and  childhood  becomes  significant  during 
adolescence.  Girls  accumulate  less  lean  body  mass 
than  boys  resulting  in  girls  putting  on  more  body  fat 
during  adolescence.  Although  heredity  plays  a  role 
in  determining  body  size  and  shape,  eating  and 
exercise  patterns  have  a  significant  impact  on  an 
individual's  weight  and  body  composition. 

The  typical  high  fat  diet  of  adolescents  is  a  major 
contributor  to  obesity.  Fast  foods,  foods  from 
vending  machines,  concessions  at  sporting  events 
and  movies  and  microwavable  convenience  products 
are  the  preferred  food  choices  of  many  teens. 
Skipping  meals,  including  breakfast,  unbalanced 
meals  and  too  much  snacking  are  trademarks  of  a 
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teen  dieting  pattern  as  well.  In  addition  to  poor  food 
choices,  lack  of  time,  lack  of  discipline  and  lack  of  a 
sense  of  urgency  to  make  different  choices  are  barriers 
to  improving  dietary  behaviors.  These  are  all  important 
points  of  discussion  that  should  be  incorporated  into  a 
smoking  prevention  program. 

In  addition  to  focusing  on  the  hazards  of  tobacco  use 
and  how  tobacco  companies  lure  young  people  to  use 
tobacco,  a  comprehensive  smoking  prevention  program 
should  incorporate  the  information  presented  above 
through: 

•  a  component  that  teaches  healthy  eating  behaviors. 
The  Dietary  Guidelines  for  Americans  developed 
to  promote  healthy  food  choices  should  be  used  as 
a  guide  together  with  the  Food  Guide  Pyramid  and 
label  reading  tools  to  help  teenagers  learn  practical 
skills  necessary  to  make  healthy  food  choices  as 
part  of  a  healthy  lifestyle; 

•  a  component  designed  to  help  teens  develop  a 
personalized  exercise  program  that  they  can  carry 
on  into  adulthood  ; 

•  practical  strategies  and  relaxation 
techniques/exercises  to  deal  with  everyday  stress. 

Nutrition  Intervention  in  Smoking  Cessation 

Research  shows  that  smokers'  diets  are  low  in  vitamins 
A,  C  and  fiber  which  suggests  that  they  consume 
inadequate  amounts  of  fruits  and  vegetables  especially 
those  high  in  fiber.  In  addition,  smokers  in  general 
have  higher  triglycerides  and  VLDL  (bad  cholesterol) 
and  less  HDL  (good  cholesterol)  levels.  There  is  a 
relationship  between  triglyceride  levels  and 
cardiovascular  disease  when  the  LDL/HDL  ratio  is 
high.  Teenagers'  diets  tend  to  be  low  in  vitamins  A 
and  C.  and  fiber  as  well  as  being  high  in  fat.  This  is 
due  to  the  food  choices  they  make  and  the  lifestyle  that 
they  lead.  It  is  evident  that  teens  who  smoke  not  only 
are  at  increased  risk  for  developing  degenerative 
diseases  associated  with  tobacco  use  but  also  to  poor 
dietary  practices. 

It  is  also  known  that  smokers  weigh  somewhat  less  than 
non-smokers  and  that  smokers  who  choose  to  stop 
smoking  often  gain  some  weight.  The  average  weight 
gain  is  5  pounds;  50%  gain  less  and  10%  gain 
significantly  more.  The  reason  for  this  weight  gain  is 
unclear.  Various  theories  to  explain  the  weight  gained 


after  cessation  have  emerged.  These  include:  1) 
changes  in  metabolic  rates,  2)  increases  in  hunger, 
3)  increases  in  intake  of  specific  food  types  (high 
sugar/fat),  4)  smokers'  bodies  are  less  efficient  at 
storing  energy  as  fat  and  upon  cessation  energy 
storing  efficiency  is  restored  and  5)  body  weight  is 
maintained  at  a  "set  point"  and  smokers  have  a 
lower  weight  set  point  than  non-smokers.  Whatever 
the  reason,  individuals  who  stop  smoking  do  tend  to 
gain  some  weight.  Concerns  about  weight  gain 
often  prevent  smokers  from  quitting  or  lead  to 
relapse.  It  is  critical  that  educational  programs 
incorporate  strategies  to  minimize  weight  gain  as  an 
integral  component  of  the  program. 

The  following  components  are  suggested: 

•  normal  weight  gain  patterns  during 
adolescence; 

•  information  on  expected  weight  gain  after 
cessation; 

•  nutrition  education  and  exercise  program, 
started  prior  to  cessation,  to  help  teens  make 
healthier  food  choices  and  increase  physical 
activity;  Teaching  young  people  the  skills 
and  giving  them  the  tools  they  need  to 
increase  the  intake  of  high  quality  nutritious, 
low  fat  foods  and  maintain  a  regular  exercise 
program  will  help  to  limit  the  amount  of 
weight  gain  post  cessation,  as  well  as 
provide  them  with  lifelong  healthy  eating 
and  exercise  practices. 

•  stress  reduction  strategies/coping  mechanisms 
to  help  teens  reduce  the  impulse  to  pick  up 
a  cigarette,  or  use  tobacco  products,  or  eat 
high  fat/sugar  foods  when  under  stress. 

Programs  incorporating  these  components  will  need 
to  consider  timing  when  introducing  exercise  and 
dietary  counseling  to  avoid  additional  stress  and/  or 
confusing  young  people  who  are  attempting  to  quit 
smoking.  Initiating  the  nutrition  education/ 
counseling  before  cessation  is  a  suggested  approach. 
With  the  right  guidance,  young  people  who  go 
through  a  smoking  cessation  program  can  do  so  with 
limited  or  no  weight  gain.  In  addition,  they  will 
have  the  knowledge  and  skills  that  will  also  help 
them  through  their  adolescent  period  and  prepare 
them  to  lead  long,  healthier  and  happier  lives. 
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SMOKER'S  QUITLINE  OFFERS 
HELP  TO  TEENS 

by  Saudi  Hammond 


Anyone  who  works  with  teens  is  aware  of  their  issues 
around  smoking  and  "dip"  tobacco  use.  But  although 
more  teens  start  smoking  and  "dipping"  every  year,  a 
sizable  number  think  about  quitting  too.  About  7.5% 
of  callers  to  the  Massachusetts  Smoker's  Quitline  are 
teens,  some  calling  out  of  concern  for  a  parent,  but 
many  of  them  tobacco  users  seeking  help. 

The  Smoker's  Quitline  is  a  service,  funded  by  the 
Massachusetts  Department  of  Public  Health  and 
operated  by  the  American  Cancer  Society,  which  is 
available  by  an  800  number  to  all  Massachusetts 
residents.  The  Quitline  provides  information  to  help 
people  quit  smoking  (and/or  using  of  other  forms  of 
tobacco).  We  mail  self-help  books  and  lists  of  local 
smoking  cessation  programs  to  anyone  who  calls. 
These  materials  can  be  sent  in  a  plain  envelope  to 
anyone  who  has  privacy  issues  about  his  or  her 
smoking. 

We  also  provide  the  opportunity  to  speak  with 
telephone  staff,  who  are  trained  smoking  cessation 
specialists  and  sensitive  to  the  needs  of  adolescent 
callers,  about  questions  and  concerns  relating  to  tobacco 
use. 

For  people  ready  to  set  a  quit  date  we  also  offer 
telephone  counseling,  which  helps  the  caller  (1)  look 
more  closely  at  situations  in  which  he  or  she  will  have 
to  overcome  the  urge  to  smoke  or  dip,  (2)  understand 
the  function  of  the  cigarette  or  tobacco  in  those 
situations,  and  (3)  develop  some  workable  coping 
strategies. 

Our  approach  emphasizes  motivation  and  commitment, 
and  we  work  with  smokers  to  enhance  their  confidence 
and  self-efficacy. 

We  can  be  reached  Monday  to  Friday,  9am  to  9pm  at: 

1-800-TRY-TO-STOP  (ENGLISH) 
1-800-879-8678 

1-800-8-DEJALO  (Spanish) 
1-800-833-5256 


1-800-TDD-1477  (Deaf/Hearing  Impaired) 
1-800-833-1477 

We  would  be  happy  to  hear  from  you  or  yv  :r 
students. 


THE  DOOR  IS  ALWAYS  OPEN  AT  MTEC 

By  Janet  Van  Ness 


7"he  Massachusetts  Tobacco  Education 
Clearinghouse  (MTEC),  a  Massachusetts  Tobacco 
Control  Program  statewide  project,  offers  a  variety 
of  services  to  support  tobacco  education  efforts 
across  the  state. 

MTEC's  collection  of  nearly  1500  tobacco  education 
items  includes  books,  information  files,  brochures, 
videos,  curricula,  and  other  teaching  tools. 
Clearinghouse  visitors  can  review  materials  and 
videos  and  can  discuss  specific  education  needs  with 
our  staff  of  public  information  specialists,  health 
educators  and  a  librarian.  MTEC  also  operates  a 
free  video  loan  service,  with  a  collection  of  over 
100  films.  A  new  MTEC  Video  Guide  and 
catalogue  will  be  published  in  February  1995. 

MTEC  provides  and  distributes  the  MTCP  Update. 
the  Tobacco  Control  Program's  newsletter.  Update 
offers  information  and  commentary  on  key  subjects 
addressed  by  the  statewide  campaign.  Back  issues 
of  MTCP-at-a-Glance,  Secondhand  Smoke  and 
Tobacco  Free  Youth  are  available  on  request.  Each 
Update  includes  Smoke  Alarm  and  its  Spanish 
counterpart,  Alarmo  de  Humo,  educational  flyers 
that  educate  Massachusetts  residents  about  the 
dangers  of  tobacco.  Beginning  with  the  last  issue 
on  Tobacco  Free  Youth,  each  Smoke  Alarm  is  now 
required  as  a  handout  available  free  in  limited 
quantities.  Using  contact  information  collected  by 
the  Massachusetts  Department  of  Public  Health, 
MTEC  also  prints  the  MTCP  Project  Directory,  the 
next  edition  to  be  released  late  this  winter. 

MTEC  evaluates  and  purchases  selected  tobacco 
education  materials  and  makes  them  available  to 
MTCP-funded  projects  in  bulk  quantities  free  or  at 
minimal  cost.    The  inventory  includes  brochures. 
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booklets,  MTCP  promotional  items,  and  other  materials. 
Over  100  items  will  be  listed  in  the  next  MTEC 
Education  Materials  Catalogue,  scheduled  for  release  in 
February  1995.  A  number  of  these  items  were 
developed  by  the  MTEC  with  input  of  the  MTCP  staff. 
These  include  a  pamphlet  for  teens  on  cigarettes,  a 
Portuguese- language  smoking  cessation  booklet,  an  easy 
reading  booklet  on  secondhand  smoke  and  an 
educational  poster  developed  in  Spanish  on  smoking 
and  pregnancy.  A  pre-school  poster,  "Cigarettes  are 
Yucky!"  and  a  book,  Clearing  the  Smoke:  A  Guide  to 
Developing  Effective  Tobacco  Education  Materials  were 
also  produced.  MTEC  continues  to  create  new 
materials,  involving  MTEC  colleagues  and  clients  at 
every  step  of  the  development  process. 

Finally,  those  interested  in  developing  their  own 
tobacco  education  materials  can  take  advantage  of 
technical  assistance  offered  by  MTEC's  team  of 
experienced  health  educators.  MTEC  can  offer  helpful 
critiques  and  advice  on  materials  already  in 
development  or  provide  advice  on  the  entire  materials 
development  process.  In  an  effort  to  extend  the  reach 
of  the  Clearinghouse  beyond  its  doors,  the  health 
educators  are  presently  offering  materials  development 
workshops  in  all  ten  Massachusetts  Prevention  Center 
regions.  The  workshops  are  adapted  to  the  needs  of 
participants  and  offer  a  practical,  hands-on  approach  to 
the  materials  development  process.  For  more 
information  about  materials  development  workshops, 
contact  your  Prevention  Center  or  call  MTEC  directly 
at  (617)  482-9485. 

MTEC  is  administered  by  John  Snow.  Inc.  (JSI) 
Research  and  Training  Institute.  The  Clearinghouse  is 
located  at  210  Lincoln  Street,  a  short  walk  from  South 
Station  in  Boston  and  convenient  to  the  Massachusetts 
Turnpike.  The  telephone  number  is  (617)  482-9485. 
Individuals  may  visit  the  Clearinghouse  on  Monday- 
Friday  between  the  hours  of  9:00  a.m.  and  5:00  p.m. 


EXAMPLES  OF  SCHOOL  EFFORTS 
IN  TOBACCO  CONTROL 


The  following  represents  a  sample  of  activities  in 
selected  Massachusetts  schools  and  illustrates  some 
proactive  strategies  found  to  be  effective  against 
tobacco  use. 


HAMPDEN-  WILBRAHAM REGIONAL  SCHOOL 
DISTRICT  Enhanced  School  Health  Services 
Program  Grant 

Minnechaug  Regional  High  School:  MAP 
(Minnechaug  Assistance  Program)  -  The 
Minnechaug  Assistance  Program  is  a  multi-service 
program  designed  to  provide  help  and  support  to 
students  whose  concerns  may  be  affecting  their 
performance  or  behavior  at  school.  The  MAP 
includes  an  assistance  team,  in-school  educational 
programs,  and  support  groups. 

Tobacco  Free  Teens:  This  program,  developed 
by  the  American  Lung  Association,  consists  of  8 
classes  over  a  4-week  period.  It  helps  teens 
understand  why  they  smoke,  how  they  can  prepare 
to  quit,  and  then  remain  smoke-free  once  they  have 
quit. 

Serenity  Homeroom:  This  program  is  offered 
during  homeroom.  It  is  open  to  students  who  are  in 
recovery  from  the  use  of  alcohol,  drugs,  or  other 
substances,  or  to  students  whose  lives  are  affected 
by  someone  else's  use/abuse  of  substances,  or  to  any 
interested  students.  Serenity  homeroom  is  modelled 
on  a  "twelve  step"  program  process  and  is  conducted 
in  a  support  group  atmosphere. 

Bathroom  Supervision  Program:  This 
program  is  in  the  process  of  being  developed  by  the 
Student  Government,  Parents,  Staff,  and 
Administration.  The  plan  is  to  have  teachers 
supervise  the  bathroom  nearest  their  classroom  the 
last  three  minutes  of  their  planning  period,  i.e.  the 
time  students  are  passing  in  the  hallways.  As  an 
introduction,  a  schedule  has  been  developed  so  that 
every  bathroom  is  covered  by  a  teacher.  The 
bathrooms  are  also  covered  by  a  monitor  who 
travels  the  halls  during  the  school  day.  The  students 
presented  their  ideas  though  a  short  play  at  a  faculty 
meeting.  This  program  is  now  in  the  final  stages  of 
revision  and  acceptance. 

D.A.R.E.  Program:  Drug  Abuse  Resistance 
Education  is  provided  to  all  sophomores.  The 
course  is  funded  by  the  Drug  Free  Schools  Grant. 

Sting  Operation:  The  police  department  sends 
a  letter  to  all  businesses  that  sell  cigarettes 
explaining  the  laws  concerning  selling  cigarettes  to 
minor  children.  The  police  then  have  under  aged 
students  try  to  buy  cigarettes  from  the  vendors.  If 
the  vendors  sell  to  the  minors,  the  owner  is  notified 
and  the  police  follow-up  with  the  proper  action. 
Buttons  are  given  to  people  who  will  not  sell  to 
minors  thus  showing  their  support  of  this  program. 
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Safe  Homes:  The  Hampden- Wilbraham  Safe 
Homes  Network,  which  serves  grades  5-12,  encourages 
communication,  support,  and  positive  peer  pressure 
among  families  to  stop  alcohol,  tobacco,  and  drug  use 
among  our  youth. 

Elementary/Middle  Schools:  Advisor/Advisee 
Program:  Children  are  divided  into  groups  of  10-12 
with  an  advisor  and  meet  on  a  daily  or  weekly  basis. 
Curriculum  is  being  developed  and  revised  to  be  used 
in  this  program. 

D.A.R.E.  Program:  This  program,  sponsored  by 
the  local  schools  and  the  police,  provides  students  in 
grades  1,  3,  5  and  8  with  Drug  Abuse  Resistance 
Education 

Health  Classes:  Middle  school  students  receive 
health  education  classes  which  incorporate  drug  and 
substance  abuse  education  services. 
Staff  &  Community  -  Smoking  Cessation  Classes: 

Smoking  Cessation  Courses  are  offered  to  Hampden- 
Wilbraham  Regional  School  District  staff  twice  a  year. 
This  course  is  also  offered  to  the  community. 

SAUGUS  PUBLIC  SCHOOLS 

In  April  1994,  Saugus  Health  Administrators 
administered  two  Youth  Risk  Behavior  Surveys  to  more 
than  1.400  middle  and  high  school  students.  The 
questions  were  compiled  from  surveys  designed  by  the 
Massachusetts  Department  of  Education  and 
Massachusetts  Department  of  Public  Health.  The 
findings  indicated  that  a  startling  number  of  Saugus 
students  contemplated  suicide,  use  alcohol,  tobacco  and 
other  drugs,  engage  in  violence  related  behavior,  and 
have  unprotected  sex.  Although  the  findings  coincided 
with  state-wide  results,  there  was  a  significant  increase 
in  weapon  carrying  and  use  of  marijuana  and  other 
drugs  among  Saugus  students. 

Introduction  and  Survey  Methods:  The  Saugus 
Public  School  system  administered  two  Youth  Risk 
Behavior  Surveys  (YRBS).  The  high  school  survey 
was  composed  of  questions  developed  by  the 
Massachusetts  Department  of  Education  (MDOE)  and 
Massachusetts  Department  of  Public  Health  (MDPH). 
The  middles  school  survey  consisted  of  questions 
developed  from  the  Virginia  Department  of  Education 
and  Massachusetts  Department  of  Public  Health. 

The  high  school  YRBS  consisted  of  98  questions.  The 
middle  school  survey  consisted  of  85  questions.  The 
questions  of  both  surveys  were  quite  similar,  however, 


the  middle  school  survey  was  worded  in  a  more  age 
appropriate  manner.  Approximately  1,445  students 
from  grade  six  through  twelve  participated  in  the 
surveys.  Although  the  MDOE  periodically  conducts 
its  own  YRBS,  this  is  the  first  time  that  a  local 
survey  including  middle  and  high  school  students 
has  been  conducted.  The  project  was  funded  by  a 
grant  from  the  MDPH. 

The  surveys  focus  on  behaviors  relating  to  leading 
causes  of  illness,  disability,  and  death  among  youth 
and  young  adults.  The  risk  behaviors  include 
tobacco,  alcohol,  and  other  drug  use,  sexual 
behaviors,  weapon  carrying,  physical  fighting,  and 
suicidal  behaviors.  Dietary  and  physical  activity 
behaviors,  although  included  in  our  surveys,  will  not 
be  presented  in  this  publication.  This  material  will 
be  presented  at  a  later  date. 

Principals  of  the  schools  have  been  given  copies  of 
the  Youth  Risk  Behavior  Surveys,  and  an  overview 
of  their  purpose.  The  surveys  were  administered  in 
the  spring  of  1994  under  carefully  controlled 
conditions.  All  teachers  were  given  instructions 
prior  to  the  dates  that  the  surveys  were  taken.  The 
Health  Program  Director  was  on-site  at  the  high 
school,  middle  school  and  the  extension  program  on 
the  days  that  the  survey  was  administered.  The 
goals  and  objectives  were  also  reinforced  by  the 
Health  Program  Director  using  our  intercom  system 
before  the  students  were  allowed  to  open  their 
survey  booklets.  Prior  to  the  administration  date, 
letters  were  sent  to  parents  of  the  students  who 
participated.  This  letter  gave  them  an  option  of 
excluding  their  child  from  participating.  Thirteen 
students  (eleven  middle  school  and  two  high  school) 
were  denied  parental  permission  to  take  part  in  the 
survey. 

As  it  was  essential  to  tackle  these  issues  as  a 
community,  a  subcommittee  was  formed  that 
consisted  of  a  cross-section  of  school  personnel  and 
community  members,  such  as  the  Saugus  Board  of 
Health,  Saugus  Health  Education  Task  Force, 
Saugus  Youth  Commission  and  the  Saugus  Council 
of  Aging.  The  group  studied  the  statistics  and 
reviewed  methods  of  information  dissemination. 

After  months  of  hard  work,  presentations  that 
summarized  the  findings  of  the  surveys  were  made 
to  the  students  and  faculty.  A  communitv 
presentation  was  also  organized  by  the  Saugus 
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Health  Education  Task  Force  and  was  televised  on  the 
local  cable  access  channel.  The  response  to  the  surveys 
did  not  stop  at  the  school  level.  It  was  taken  one  step 
further.... the  community  also  took  a  crucial  step  in 
dealing  with  the  issues. 

About  350  parents,  teachers,  school  officials  and  town 
officials,  as  well  as  other  community  members,  spoke 
candidly  about  the  risky  behaviors  of  Saugus  youths  at 
a  town-wide  interactive  forum  held  at  Square  One  Mall 
on  Sunday,  January  8,  1994.  The  event  was  moderated 
by  local  media  personality,  Eileen  Prose,  who  noted 
that  her  own  daughter  was  troubled  by  drugs  and 
alcohol  as  a  teenager. 

For  several  weeks  preceding  the  forum,  survey  statistics 
and  information  regarding  the  upcoming  forum  were 
televised  on  the  local  cable  access  channel. 
Informational  flyers  "SAUGUS  SPEAKS  OUT"  were 
mailed  to  parents  of  all  students  in  the  Saugus  Public 
School  system  and  given  out  in  schools.  The  day 
before  the  event,  the  Director  of  Pupil  Personnel, 
School  Psychologist  and  Chairman  of  the  Saugus  Youth 
Commission  were  featured  with  Eileen  Prose  on 
WRKO's  talk  show  "Listen  Line".  Local  newspapers 
also  played  an  integral  role  in  publicizing  this  new 
undertaking. 

Although  the  forum  did  not  provide  solutions,  many 
suggestions  were  offered  as  to  how  to  help  Saugus 
youths  curb  their  risky  behaviors.  More  importantly, 
the  forum  served  its  purpose  of  increasing  awareness  of 
the  issues  and  dialogues  about  them.  Following  the 
forum,  many  of  the  people  attending  signed  up  to 
become  more  involved  and  were  very  enthusiastic  about 
the  forum. 

A  second  forum  just  for  youths  is  in  the  planning 
stages.  This  will  help  to  spark  discussion  and 
awareness  among  teens  involved  with  the  issues 
themselves. 

In  summary,  it  is  evident  that  the  community  of  Saugus 
is  making  great  progress  in  successfully  planning  and 
implementing  a  more  effective  health  education  and 
health  services  program  for  the  youth  of  its  city. 

PIONEER  VALLEY  REGIONAL  SCHOOL 
DISTRICT  [Bernardston  Leyden  Northfield 
Warwick] 

Anti-Tobacco  Efforts  The  school  committee  endorsed 


a  tobacco-free  schools  policy  effective  September 
1993.  All  school  grounds  and  buildings  are 
tobacco-free.  Pioneer  Valley  Regional  School 
District  has  a  high  rate  of  faculty  and  staff  (over 
90%)  who  do  not  use  tobacco  products. 
Enforcement  of  the  policy  has  not  been  a  problem 
at  sports  events,  to  date.  Programs  handed  out  at 
sport  events  remind  spectators  of  the  smoking  ban 
and  most  citizens  have  been  cooperative  with  this. 

Tobacco  cessation  classes  have  been  offered  at 
Pioneer  Valley  Regional  School  (grades  7-12) 
during  school  hours.  The  facilitator  used  the 
American  Lung  Association's  Tobacco  Free  Teens 
program. 

Additional  plans  for  this  year  include  offering 
tobacco  education  sessions  as  an  alternative  to 
suspension  if  students  are  caught  smoking  or 
chewing  on  school  grounds.  We  are  still  working 
on  the  details  with  administration  and  anticipate 
offering  the  sessions  two  times  a  week  for  four 
weeks  (after  school).  The  administration  has  been 
very  supportive  of  both  the  cessation  and  education 
efforts. 

Pre  K-12  Tobacco  Prevention  Efforts:  The  Nurse 
Educator  who  teaches  Grades  Pre-K  -  6  in  our  four 
elementary  schools,  has  implemented  the  following 
activities  related  to  tobacco: 

-  Promoting  Great  American  Smokeout  in 
November  with  posters,  stickers,  skits,  and 
information  sent  home  in  school  newsletters; 

-  Including  in  the  asthmatic  workshop  the  effect 
of  tobacco  on  this  disease; 

-  Networking  with  the  Greater  Franklin  County 
Tobacco  Coalition,  using  videos  such  as  Rex  Canine 
and  Dustv  the  Dragon; 

-  Distributing  "Tobacco  Activities  for  Children" 
for  use  in  the  classroom; 

-  Educating  about  the  manipulation  of  tobacco 
companies; 

-  Describing  effects  of  smoking  in  other  areas  of 
the  health  curriculum,  i.e.,  respiratory  and 
circulatory  systems,  choices,  self-esteem. 

In  addition,  DARE  officers  in  all  the  schools  address 
tobacco  use  in  their  curriculum.  Last  year  they 
sponsored  assemblies  with  local  theater  artists  "Up 
in  Smoke"  which  the  students  enjoyed  immensely. 

At  PVRS,  some  of  the  courses  offered  from  the 
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Consumer.  Health  and  Family  Lite  Department  include 
tobacco  use  in  their  curriculum.  They  include: 

-  Health  class  which  is  a  6- week  rotation  in  both  7th 
and  8th  grades.  The  eighth  graders  who  were  i  n  health 
class  during  the  time  of  the  Great  American  Smokeout 
took  responsibility  for  promoting  it  in  the  school.  They 
did  public  service  announcements  over  the  Public 
Address  system,  put  up  posters,  and  offered  candy  for 
any  cigarettes  turned  in  on  that  day. 

-  "Ourselves"  -  which  is  a  class  that  deals  with  the 
issues  of  adolescents  and  the  choices  they  are 
confronted  with. 

-  "Understanding  Children"  -  which  is  a  class 
covering  the  effects  of  tobacco,  alcohol  and  drug  use  on 
the  fetus  during  pregnancy. 

In  addition,  the  Biology  class  discusses  the 
physiological  changes  in  the  human  body  as  a  result  of 
tobacco  usage. 

The  Health  Advisory  Council  is  in  the  process  of 
completing  surveys  at  both  the  elementary  and 
secondary  levels  to  evaluate  quantity  and  thoroughness 
of  the  scope  and  sequence  topics  of  comprehensive 
health  education,  including  tobacco  use,  self-esteem, 
etc.  The  elementary  survey  was  completed  late  last 
year  with  a  report  to  be  forthcoming;  the  secondary 
level  survey  will  be  done  this  year. 

Tobacco  Needs  Assessment:  The  Health  Advisory 
Committee  is  working  on  health  needs  assessments 
which  include  tobacco  use.  In  June  of  1994  students  in 
grades  4-8  completed  the  anonymous  survey.  Less  than 
one  percent  of  our  students  currently  smoke  or  chew 
tobacco  use.  The  next  step  is  to  complete  the  survey 
for  the  secondary  level  which  will  be  administered  in 
the  spring  of  1995. 

Bathroom  Smoking:  To  date,  we  have  not  tried 
any  innovative  strategies.  For  a  very  brief  time  we 
limited  the  number  of  bathrooms  open  for  use  because 
the  students  were  "trashing"  them.  That  did  help  cut 
down  on  the  number  of  students  smoking  in  the 
bathrooms  and  the  need  to  use  the  bathroom  for  the 
purpose  they  were  intended  greatly  increased. 
However,  this  was  very  short-termed.  Occasionally 
students  will  tell  faculty  members  that  other  students 
are  smoking  in  the  bathroom  but  this  is  not 
commonplace.  We  welcome  suggestions  from  other 
schools  for  help  in  this  area. 


BILLBOARD  DESIGN  &  COMPETITION: 
The  Truth  About  Tobacco 


The  next  time  one  of  us  is  delayed  in  traffic,  we 
may  have  the  pleasure  of  viewing  a  large  outdoor 
billboard  designed  by  one  of  our  7th  grade  students. 

In  January,  400  middle  schools  were  invited  to 
participate  in  a  billboard  design  competition 
sponsored  jointly  by  the  Department  of  Public 
Health  and  the  Department  of  Education.  This 
program  is  designed  to  give  students  the  opportunity 
to  develop  attitudes  towards  smoking,  explore 
tobacco  related  issues  and  to  express  these  feelings 
visually. 

Regional  winners  will  have  their  persuasive  entries 
displayed  as  billboards  in  their  respective  geographic 
areas.  These  winning  entries  will  be  chosen  on  a 
regional  basis  so  they  may  better  reflect  the  cultural 
background  of  the  communities  they  represent 


COMMONWEALTH  OF  MASSACHUSETTS 
SCHOOL-LINKED  SERVICES  PROJECT 

by  Gary  Laszcwskl  &  Paal  Dryfoos 


A/any  health  and  social  risks  confront  today's 
youth,  including  disintegration  of  the  two  parent 
family,  poverty,  access  to  drugs  and  alcohol,  a 
climate  of  violence  in  many  communities,  the  risk 
of  AIDS  and  other  sexually-transmitted  diseases,  and 
lack  of  access  to  appropriate  health  and  social 
services.  The  potential  results  for  school-aged 
children  include;  school  failure,  psychological 
dysfunction,  injury,  infectious  and  chronic  illnesses 
and  substance  abuse.  There  is  a  growing  consensus 
that  prevention  and  amelioration  of  these  problems 
require  services  that  are  comprehensive,  intensive, 
coordinated,  continuous  and  accessible.  Because  the 
problems  are  complex  and  interrelated,  the 
interventions  must  be,  too.  There  is  also  growing 
consensus  that  the  school  is  the  institution  most 
suitable  as  the  focus  or  site  for  integrated  service 
delivery. 
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The  School-Linked  Services  project  is  an  interagency 
effort  coordinated  by  the  Executive  Office  of 
Education.  It  responds  to  a  clear  need  for  integrated 
service  delivery  using  a  model  that  is  consistent  with 
the  growing  national  consensus  on  the  importance  of 
school-based  and  school-linked  health  and  social 
services.  On  May  20,  1994,  Governor  Weld  and  Lt. 
Governor  Cellucci  announced  the  selection  of  13  pilot 
sites  for  the  project.  Representing  geographic  and 
cultural  diversity  from  across  the  Commonwealth, 
these  communities  will  generate  much  needed 
experience  in  linking  social  services  with  schools  to 
ensure  that  school  children  are  safe,  healthy  and  ready 
to  learn.  Schools,  community-based  human  services 
organizations,  parents  and  local  officials  will  work 
together  to  create  a  supportive  environment  for  growing 
and  learning. 

Each  site  develops  a  Community  Action  Plan  that 
documents  needs,  identifies  service  priorities,  specifies 
collaborative  relationships  and  discusses  institutional 
barriers  to  integrated,  child-focused  service  delivery. 
Once  agreement  is  reached  on  these  issues,  the 
Community  develops  innovative  methods  for  harnessing 
existing  local,  state  and  other  resources  to  address  the 
identified  needs.  A  Local  Partnership,  comprised  of 
parents,  school  principals  and  other  staff,  representatives 
of  participating  human  service  agencies,  religious 
groups,  local  government  and  business,  oversees  the 
efforts  at  each  site.  A  Project  Coordinator,  identified 
by  the  Local  Partnership,  staffs  the  project  by 
coordinating  resources  and  reaching  out  to  parents. 

To  support  the  local  sites.  Governor  Weld  created  an 
interagenc\  State  Executive  Steering  Committee  made 
up  of  representatives  from  the  Executive  Offices  of 
Education,  Health  and  Human  Services.  Communities 
and  Development.  Public  Safety,  Elder  Affairs  and 
Administration  and  Finance;  the  Children's  Trust  Fund 
and  the  Department  of  Education.  The  Steering 
Committee  will  provide  oversight  and  policy 
development  to  ensure  collaboration  among  the  state 
agencies  and  local  sites.  The  state  provides  start-up 
funding  to  the  sites,  as  well  as  technical  assistance  and 
evaluation.  School-Linked  Services  is  not  a 
prescriptive,  categorical  program.  Instead,  it 
emphasizes  a  process  of  community  empowerment  to 
make  better  use  of  existing  resources  and  serve  the 
complex  needs  of  school  children. 

The  13  pilot  sites  are  located  in  Boston  (Tobin  and  J. 
Quincy  Schools),  a  consortium  of  eight  lower  and  outer 


Cape  towns,  Gloucester.  Holyoke.  Lawrence. 
Lowell.  Lynn,  North  Adams.  Orange.  Pittsfield. 
Taunton  and  Worcester. 

For  additional  information  please  contact  Project 
Director.  Gary  Laszewski  at  (617)  727-1313  or  for 
Technical  Assistance.  Paul  Dry  foos  at  (617)  527- 
9383. 


SCHOOL  HEALTH  INFORMATION 


/Recently,  the  Massachusetts  Department  of  Public 
Health/School  Health  Unit  mailed  a  packet  that 
included  three  items.  They  were: 

1)  A  letter  regarding  School  Nurse  Recognition 
Day; 

2)  New  Immunization  Regulations; 

3)  New     Medicaid     Regulations  Governing 
EPSDT;  including  the  periodicity  schedule. 


APPRECIATION 

William  P.  Doran 

We  share  the  sadness  of  the  school  health 
community  at  the  passing  of  Mr.  William 
"Bill"  Doran,  Director,  Massachusetts  Vision 
and  Hearing  Programs  for  the 
Massachusetts  Departmentof  Public  Health. 
For  more  than  twenty-seven  years.  Bill 
made  significant  contributions  to  the  health 
and  well-being  of  students  throughout  the 
Commonwealth  by  his  deep  commitment  to 
maintaining  quality  services  offered  through 
this  program.  Bill  followed  in  the  footsteps 
of  his  mentor  and  predecessor,  Dr.  Philip 
Johnston,  founder  of  the  department's 
programs  which  are  recognized  nationally 
as  a  model  for  other  states  to  follow. 
Always  a  gentleman,  Bill  patiently  and 
quietly  assured  that  the  school  health 
community  received  timely  and  expert 
training  and  equipment  service.  Bill's 
commitment  to  public  service,  his  quiet 
sense  of  humor  and  his  gentle  presence  will 
be  greatly  missed. 
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The  colorful  EPSDT  periodicity  schedule,  a  product  of 
the  Division  of  Medical  Assistance,  is  for  Medicaid 
recipients  under  age  21.  EPSDT  guidelines  cover 
screening  as  well  as  diagnostic  and  treatment  services 

This  periodicity  schedule  is  not  a  presentation  of 
public  health  screening  mandates  required  by  M.G.L. 
Chapter  71,  Section  57.  Rather  it  should  be  used  to 
educate  parents  of  Medicaid  eligible  children  about 
the  availability  of  preventive  health  care  services  and 
frequency  with  which  they  should  see  their  providers. 


SCHOOL-BASED  HEALTH  CENTERS 
UPDATES 


MEETINGS 

^School-based  health  center  meetings  are  planned  for 
Thursday.  March  30,  1995  and  Wednesday,  May, 
1995.  The  day  long  meetings  will  be  held  at  the  Keefe 
Technical  High  School,  Framingham.  We  will  continue 
our  activities  to  develop  ideas  and  projects  concerning 
reimbursement,  evaluation/research  and  successful 
clinical  and  administrative  strategies.  For  the  March 
meeting,  we  have  tentatively  made  arrangements  for  a 
representative  from  the  Department's  Division  of  Health 
Care  Quality  to  conduct  a  workshop  on  licensure  of 
school-based  health  centers. 

QUALITY  STANDARDS 

The  joint  project  of  the  Department  of  Public  Health 
(DPH)  and  The  Division  of  Medical  Assistance  (DMA) 
to  develop  quality  standards  for  school-based  health 
centers  SBHCs)  is  in  the  final  phase.  The  standards 
have  been  completed.  Staff  from  DMA  and  DPH  have 
begun  site  visits  to  SBHCs  to  test  application  of  the 
standards  and  further  develop  an  evaluation  scoring 
tool.  The  January  draft  was  circulated  to  participants  at 
the  afternoon  session  of  the  SBHC  meeting  held  on 
January  24.  1995.  If  you  want  a  copy  of  the  standards, 
contact  Anne  DeMatteis  at  (617)  727-0941. 

SCHOOL  HEALTH  CARE  ONLINE  !!! 

The  School  Health  Unit  is  working  with  the 
Department's  Office  of  Statistics  and  Evaluation  to 
improve  the  Department's  current  SBHC  data  collection 
system.  We  have  initiated  a  project  to  implement  the 
School  Health  Online  !!!  (SHO)  in  Massachusetts 
SBHCs.    This  software  package,  customized  to  meet 


DPH  reporting  requirements,  will  provide  each 
SBHC  with  important  patient  information 
capabilities  for  planning  and  evaluation.  Following 
field  testing  in  several  selected  sites,  the  Department 
will  work  with  all  DPH  funded  programs  to 
complete  implementation,  training  and  technical 
assistance  to  SBHC  staff. 

GOOD  WORK!  Congratulations  to  Anne  Bishop, 
RN.CS.MPH,  Director  of  the  Student  Health  Center 
at  Brighton  High  School,  Brighton,  MA.  Recently. 
Anne  received  national  recognition  for  her 
achievement  in  violence  prevention.  Anne  received 
an  award  from  the  Nurse  Practitioner  Association 
for  Continuing  Education  (NAPACE)  for  her  work 
as  an  advisor  for  the  Student  Violence  Prevention 
Program  at  Brighton  High.  Anne  successfully 
implemented  violence  prevention  programs  in  the 
high  school.  She  believes  that  "young  people  can 
leam  successful  strategies  for  conflict  resolution" 
and  encourages  school  systems  to  provide  such 
learning  opportunities  for  students. 

Congratulations  to  Joanne  Dillman,  Program 
Director  of  the  School-Based  Health  Center  at 
English  High  School,  the  Brookside  Community 
Health  Center  in  Jamaica  Plain  and  Brigham  and 
Women's  Hospital.  After  lots  of  planning  and  hard 
work  by  Joanne  and  others  involved  in  the  project, 
the  SBHC  was  recently  licensed  by  the 
Massachusetts  Department  of  Public  Health. 


MODEL  SCHOOL  HEALTH 
INFORMATION  SYSTEM 


7  he  Model  School  Health  Information  Svstem 
(MSHIS)  Project  is  six  months  into  the  pilot  testing 
phase.  Exhibit  1  (on  page  1 8  of  this  newsletter)  is 
an  overview  of  the  six  pilot  demonstration  sites  and 
provides  a  brief  school  district  profile, 
implementation  progress  and  technology  summary. 
Each  school  district  has  a  different  hardware 
platform  and  software  configuration  which  is  typical 
of  the  diversity  that  exists  across  the 
Commonwealth.  Over  forty  meetings  have  been  held 
in  conjunction  with  the  demonstration  sites  over  the 
past  six  months.  The  six  original  pilot  sites  will 
serve  as  models  as  we  refine  the  data  collection  and 
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transmission  process.  Each  of  the  sites  will  be  able  to 
showcase  their  approach  to  other  schools  as  the 
initiative  broadens.  Four  different  approaches  are  being 
investigated: 

•  Use  of  commercial,  school-health  specific 
software,  independent  of  district-wide 
administrative  software; 

•  Development  of  a  health  module  of  commercial 
district  administrative  software; 

•  In-house  software  development  integrating 
district-wide  administrative  and  school-health 
components  and; 

•  Use  of  commercial,  off-the-shelf  database 
software  products. 

Local  health  information  systems  can  be;  (a)  manual  or 
paper-based,  (b)  separate  administrative  and  health  data 
systems  or  (c)  integrated.  Four  types  of  data  collection 
approaches  are  being  used  at  the  various  pilot  sites: 

•  Direct  data  entry  into  the  computer  at  the  time  of 
service  delivery; 

•  Recording  of  data  on  paper  prior  to  data  entry  at 
some  later  time; 

•  Collecting  information  on  scannable  forms;  or 

•  Collecting  information  through  the  use  of  a  hand- 
held computer. 

At  this  point,  four  of  the  sites  will  be  implemented 
district-wide  with  the  remaining  two  selecting  specific 
schools  to  test  on  a  pilot  basis.  Missing  data  will  be 
collected  through  the  use  of  a  scannable  survey  form 
sent  home  to  parents.  Although  data  will  be  collected 
in  grades  2,  4,  7,  10  and  12,  the  priority  for  data 
collection  is  at  entry-into-Kindergarten.  A  sample  of 
data  elements  include;  basic  demographics, 
immunizations,  nutritional  indicators,  mandated 
screening  data,  health  conditions  and  injuries  to  mention 
a  few.  Copies  of  the  complete  Uniform  Health  Data 
Set  (UHDS)  are  available  from  the  MSHIS  Project 
Office.  Version  2.0  was  finalized  in  early  January  for 
prototype  testing.  The  dataset  will  be  refined  based  on 
continued  experience  at  the  pilot  sites  and  broad  input. 
A  final  version  will  be  released  in  August  of  this  year. 
Data  will  be  collected  at  the  local  school  district  site 
and  transmitted  to  the  Central  Repository  at  MDPH 
through  the  use  of  an  electronic  data  interchange  (EDI) 
standard.  For  the  purposes  of  prototype  testing,  this  will 


be  a  basic  comma-delimited  ASCII  text  file.  Other 
options  will  be  explored  prior  to  making  a  final 
recommendation.  Three  options  for  data  collection 
are  currently  being  investigated:  aggregate,  cross- 
sectional  and  longitudinal.  Each  approach  allows  for 
a  different  level  of  analysis  with  the  longitudinal 
approach  providing  the  richest  database. 

A  strategic  planning  meeting  was  held  in  early 
February  between  the  MDPH  and  MDOE  to  discuss 
specific  coordination  activities  related  to  the 
project's  future  implementation  and  the  relationship 
of  this  initiative  to  the  Education  Reform  Act. 
Meetings  with  representatives  of  comprehensive 
school  health  at  select  pilot  sites  are  ongoing  as  we 
further  refine  the  interface  between  the  various 
components.  Implementation  plans  for  two  of  the 
pilot  sites  have  been  completed  and  the  remaining 
four  are  in  the  process  of  finalization.  An  Oversight 
Committee  is  in  the  process  of  being  established  to 
address  issues  of  confidentiality  and  data  reporting. 
The  Committee  will  be  developing  reporting 
guidelines  which  specifically  address  who  will  have 
access  to  the  data  and  under  what  circumstances  as 
well  as  explicitly  identify  how  the  data  will  be  used. 
In  addition,  there  will  be  recommendations 
developed  addressing  the  feasibility  and 
appropriateness  of  linking  MSHIS  data  with  other 
systems. 

A  one-page  scannable  survey  form  will  be 
distributed  in  March  to  determine  the  existing  school 
health  information  systems  capacity  by  district.  This 
information  will  be  essential  in  estimating  the  cost 
of  the  MSHIS  should  it  be  implemented  statewide. 
The  final  phase  of  the  project  will  involve  a 
comprehensive  product,  data  and  process  evaluation 
that  will  focus  on  both  the  individual  pilot 
demonstration  sites  as  well  as  the  overall  initiative. 
A  technical  manual  will  be  developed  which  will 
document  system  configuration  and  operational 
procedures.  This  manual  will  be  critical  as  the 
initiative  broadens  beyond  the  six  pilot 
demonstration  sites. 


For  more  information  concerning  the  MSHIS 
Project,  please  call  Sabine  M.  Hedberg,  Project 
Director  at  (617)  727-0941. 
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CONFERENCES  AND  WORKSHOPS 


Conference  on  tobacco-free  school 
policy  development  and  enforcement: 

The  Departments  of  Education  and  Public  Health  are  in 
the  process  of  developing  a  half-day  program  to  assist 
school  administrators  in  developing  and  enforcing 
tobacco-free  school  policies.  The  program  is  tentatively 
planned  for  late  spring.  Further  information  will  be 
sent  to  superintendents. 

KlDEO  CONFERENCE:  The  Centers  for  Disease 
Control  in  collaboration  with  the  National  Association 
for  County  and  City  Health  Officials  (NACCHO)  are 
producing  a  series  of  three  interactive  videoconferences 
focussing  on  developing  partnerships  to  implement 
nutrition  programs  in  schools,  supermarkets  and 
worksites.  Dates  for  the  video  conferences  are: 
Nutrition,  Making  a  Difference  in  Supermarkets,  June 
22,  1:00-5:00  p.m.  EST;  Nutrition:  Making  a 
Difference  in  Schools,  August  24,  l:00-5:00p.m.  EST; 
and  Nutrition:  Making  a  Difference  in  Worksites, 
October  19,  1995,  1:00-5:00  p.m.  EST.  CElPs  are 
being  sought  for  nurses,  health  educators,  nutritionists, 
home  economists.  For  more  information  contact  Maria 
Bettencourt  at  (617)  727-5822. 

.Preventing    recreational  injuries 

CONFERENCE:  The  Massachusetts  Department  of 
Public  Health  is  sponsoring  a  conference  called 
"Playing  It  Safe:  Preventing  Recreational  Injuries 
Among  Children  and  Youth".  It  will  be  held  all  day  at 
the  Hogan  Conference  Center  in  Worcester  on  May  1. 
1995.  For  more  information,  call  Rhonda  Smith  at  the 
Medical  Foundation  at  (617)  451-0049. 

//EPATITIS  B  CONFERENCE:  Save  the  Date-Thz 
Massachusetts  Department  of  Public  Health,  the 
American  Liver  Foundation  and  Smith-Kline  Beecham 
will  jointly  sponsor  a  Hepatitis  B  conference  from  8:30 
a.m.  -  4:00  p.m.  on  April  26,  1995  at  the  Burlington 
Marriott  Hotel.  The  conference  is  free  and  includes 
lunch.  CEU's  will  be  given.  Speakers  include 
academic,  public  health  nursing  and  Massachusetts 
Department  of  Public  Health  representatives.  Details  on 
registration  will  be  forthcoming. 


.Playground  safety  workshop:  The 

Massachusetts  Recreation  and  Park  Association  and 
the  Massachusetts  Department  of  Public  Health  are 
co-sponsoring  a  Playground  Safety  Workshop  with 
international  safety  expert  Frances  Wallach.  Ed.D.  at 
the  Wayland  Town  Offices  on  Wednesday,  March 
22,  1995  from  9:00  a.m.  to  12:30  pm..  The  cost  is 
$15.  Call  Steve  Shuman  at  (617)  727-1246  for 
registration,  directions  and  more  information. 

♦  ♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 

Safe  kids  check  America  The  injury 

Prevention  and  Control  Program,  in  conjunction 
with  the  Greater  Boston  SAFE  KIDS  Coalition  and 
the  Western  Massachusetts  SAFE  KIDS  Coalition, 
is  pleased  to  announce  an  innovative  new  program. 
SAFE  KIDS  Check  America,  which  will  be  taking 
place  during  National  SAFE  KIDS  Week,  May  6  - 
13,  1995.  Unintentional  childhood  injury  is  the 
number  one  threat  to  children  but  simple,  practical 
steps  can  be  taken  to  avoid  injury  and  even  death. 
SAFE  KIDS  Check  America  is  designed  to 
encourage  families,  schools,  and  communities  to 
take  those  neccessary  steps  to  keep  their  children 
safe.  The  heart  of  the  program  is  a  ten-item 
checklist  which  focuses  on  the  dangers  most  likely 
to  affect  children,  such  as  traffic  injuries  or 
residential  fires. 

Designed  in  cooperation  with  Scholastic,  Inc.  for  use 
by  third  through  sixth  graders,  the  Family  Safety 
Check  is  part  of  a  packet  including  a  teacher's 
guide  and  student  handouts  available  by  the  carton 
for  $7.00  (which  covers  shipping  and  handling). 
Reproducible  copies  of  the  Family  Safety  Check 
are  also  available  in  English  and  Spanish  to  be 
distributed  May  1,  1995  to  coincide  with  Rescue  911 
and  other  national  media  promotions  for  SAFE 
KIDS  Week.  For  more  information,  contact  Diane 
Butkus,  Injury  Prevention  and  Control  Program,  at 
(617)  727-1246. 


TVew  entry   into  school 

IMMUNIZATION  REGULATIONS:  We  suggest 
that  you  share  this  information  with  your  community 
by  publishing  it  in  your  local  newspaper  or  airing  it 
on  your  neighborhood  cable  channel.  These 
regulations  will  take  effect  September,  1995. 
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MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH 
BUREAU  OF  FAMILY  AND  COMMUNITY  HEALTH 
DIVISION  OF  PREVENTION 
SCHOOL  HEALTH  UNIT 
150  TREMONT  STREET,  2ND  FLOOR 

BOSTON,  MA  02111 
FAX:  (617)  727-1579  or  (617)  727-7277 


Anne  Sheetz,  Director  (617)  727-0941,  0944 

Anne  DeMatteis,  School  Based  Health  Center  Program,  (617)  727-0941,  0944 
'Alice  Morrison,  School  Health  Advisor  (617)  727-0941,  0944 
Mary  Terrell,  School  Health  Advisor  (617)  727-0941,  0944 
Tom  Comerford,  School  Health  Coordinator  (617)  727-0941,  0944 
Janet  Burke,  Administrative  Secretary  (617)  727-0941,  0944 
Sabine  Hedberg,  Project  Director  (MSHIS),  (617)  727-0941,  0944 
Leslie  Frank,  Program  Coordinator  (617)  727-0941,  0944 


REGIONAL  SCHOOL 

WESTERN  REGION 

Constance  Brown,  R.N.,  M.Ed. 
Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health 
23  Service  Center 
Northampton,  MA  01060 
(413)  586-7525  or 

1-800  445-1255  from  413  area  code  only 
FAX:  (413)  784-1037 


HEALTH  ADVISORS 

CENTRAL  REGION 

Joanne  Buffington,  R.N.,  M.S. 
Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health 
180  Beaman  Street  (Route  140) 
West  Boylston,  MA  01583 
(508)  792-7880 
FAX:  (508)  792-7706 


NORTHEAST  REGION 

Margaret  Blum,  R.N.C.,  M.A. 

Massachusetts  Dept.  of  Public  Health 

Northeast  Regional  Health  Office 

Tewksbury  Hospital 

Tewksbury,  MA  01876 

(508)  851-7261  or  (617)  727-7908 

FAX:  (508)  640-1027 


SOUTHEAST  REGION 

*Alice  Morrison,  R.N.,  M.S.,  MPH 

Massachusetts  Dept.  of  Public  Health 

School  Health  Unit 

150  Tremont  Street,  2nd  Floor 

Boston,  MA  02111 

(617)  727-0941 

FAX:  (617)  727-1579 


William  F,  Weld,  Governor 
Gerald  Whitburn,  Secretary 
David  H.  Mulligan,  Commissioner 
Deborah  Klein  Walker,  Assistant  Commissioner 
Linda  Jo  Doctor,  Division  Director 
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THOMAS  COMERFORD 
PROGRAM  COORDINATOR 
SCHOOL  HEALTH  UNIT 
150  TREMONT  STREET,  2nd  FLOOR 
BOSTON,  MA  02111 


NEWS 


IN 

V„^       ,    School  Health 

SCHOOLHEALTH  UNIT  FALL  1995 


NUTRITION  -  EAT  "RIGHT"  NOW:  BUILDING  HEALTHY  MINDS  AND  BODIES 


1  he  adage.  "You  are  what  you  eat",  holds  special 
relevance  for  today's  youth.  A  mounting  body  of 
research  demonstrates  the  impact  of  positive  nutrition 
during  the  developmental  years  (the  perinatal  period 
through  adolescence)  on  adult  health.  Research  also 
demonstrates  the  importance  of  nutrition  on  the  child's 
ability  to  learn.  Yet  the  development  of  positive 
nutritional  habits  is  extremely  challenging  in  society 
where  "fast  foods",  inconsistent  eating  habits  and 
inactivity  are  common,  slimness  is  revered  and  for 
many  families,  resources  to  purchase  sufficient  food  are 
lacking. 

Schools  as  a  microcosm  of  the  larger  society  and  thus 
offer  many  opportunities  to  influence  the  nutrition  of 
both  students  and  staff.  Nutrition  programs  and 
services  should  be  part  of  comprehensive  school  health. 
Nutritionists  and  food  directors  need  to  be  invited  to 
participate  as  members  of  the  school's  comprehensive 
heaiih  advisory  committee.  They  will  bring  the 
necessary  knowledge  and  skills  to  facilitate  the 
integration  of  nutrition  programs  into  the  broader 
school  health  education  and  health  service  programs. 

Schools  can  impact  the  nutrition  of  students  and  staff 
in  three  specific  areas.  First,  nutrition  should  be 
included  in  the  comprehensive  health  education 
curriculum,  grades  kindergarten  through  twelve. 
Introducing  positive  eating  and  fitness  behaviors 
throughout  the  child  and  adolescent's  educational 
experience  may  encourage  these  behaviors  to  continue 
into   adulthood.     The  behaviors    may  be  further 


strengthened  by  involving  the  students  themselves,  as 
well  as  parents  and  staff,  in  the  design  and  promotion 
of  the  nutrition  education  program. 

Second,  through  the  school's  meal  "program,  well- 
balanced,  creative  nutritious  meals—responsive  to 
personal  preferences  and  the  cultures  of  the  students- 
should  be  offered  on  a  daily  basis.  New  federal 
standards  for  school  meals  emphasize  the  need  to  focus 
on  this  area.  And.  third,  school  health  staff  have  a 
responsibility  to  monitor  students'  nutritional  habits  and 
growth  patterns  thus  permitting  early  identification  and 
intervention  for  eating  disorders,  hunger,  or  marginal 
physical  fitness. 

Closely  allied  to  the  students'  nutritional  and  social 
health  is  their  oral  health.  Again,  the  school  has  the 
unique  opportunity  to  provide  education  on  positive 
oral  health  habits,  good  nutrition,  prevention  of  caries 
through  the  use  of  fluoride  rinses  and  sealants,  and 
screening  for  oral  problems  with  subsequent  referral  for 
care  as  needed. 

Some  Massachusetts  schools  have  identified  unique 
ways  to  integrate  nutritional  health  and  physical  fitness 
into  their  ongoing  health  education  and  serv  ice 
programs.  This  newsletter  is  designed  to  begin  to  share 
these  ideas  with  you  so  that  creative  solutions  can  be 
found  to  improve  the  eating  behaviors  of  our  youth— 
thus  forming  the  foundation  for  healthv  adults. 

Anne  H.  Sheetz.  R.N..  M.P.H..  C.N. A. A. 
Director  of  School  Health 


"School-based  nutrition  education  programs  and  services,  by  promoting  positive  lifeswles  and  developing 
effective  decision  making  skdls,  offer  the  most  systematic  and  efficient  means  available  to  improve  the  health 
of  youth  in  America"  (ADA/SNE/ASFSA  position  paper) 


MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH  /  BUREAU  OF  FAMILY  AND 
COMMUNITY  HEALTH    /    DIVISION  OF  PREVENTION  /    SCHOOLHEALTH  UNIT 


NEWS  BRIEFS 


SCHOOL  HEALTH  INSTITUTE:  The  University  of  Massachusetts/Simmons  Cottegc  School  Health  Institute 
will  distribute  a  brochure  describing  the  programs  planned  for  the  fall.  Included  in  this  brochure  will  be  the 
introduction  to  school  nursing  in  Massachusetts,  train  the  trainer  programs  for  vision  and  hearing,  training 
program  for  postural  screening  and  many  other  valuable  educational  experiences  for  school  personnel.  We 
encourage  you  to  attend  the  School  Health  Institute's  offerings.  Call  (50&)  999-8249  for  additional  information. 

TRAINING  AVAILABLE  FOR  TOBACCO  CONTROL  PROGRAMS  WITHIN  THE  SCHOOLS:  During 
late  August  the  Department  of  Education  and  the  Department  of  Public  Health  provided  a  nationally  recognized 
tobacco  education  and  cessation  tratn-the-trainer  program  to  forty  health  coordinators  and  school  nurses  from 
the  Commonwealth's  school  systems.  These  trainers  will  be  available  to  train  school  personnel  to  facilitate 
tobacco  education  and  cessation  programs  in  your  school.  Applications  for  the  training  program  will  be  sent 
to  all  schools  during  September.  We  request  that  as  many  interested  staff  as  possible  complete  the  application 
and  return  it  by  October  15,  199$.  The  application  should  be  mailed  to  the  Prevention  Center  within  your 
region.  The  Prevention  Center  staff  will  then  notify  the  applicants  of  the  dates  of  the  2-3  day  training,  which 
will  be  organized  based  on  the  numbers  of  expected  participants.  The  training,  follow-up  and  technical 
assistance  is  available  however,  the  training  manual  offered  to  participants  costs  fifty  dollars.  Questions  should 
be  directed  to  the  Prevention  Center.  Thank  you  for  your  support  of  this  important  program  for  Massachusetts 
students. 

AMENDMENT  TO  MEDICATION  REGULATIONS:  The  Department  of  Public  Health,  in  consultation  with 
the  Advisory  Committee  on  the  Regulations  Governing  the  Administration  of  Prescription  Medications  in  Public 
and  Private  Schools,  is  proposing  to  amend  the  regulations  to  permit  an  expedited  registration  for  delegation 
of  the  administration  of  epinephrine  by  auto  injector  by  unlicensed  personnel  to  students  with  a  diagnosed  life- 
threatening  allergic  condition  who  have  a  physician's  order  for  the  medication.  A  hearing  will  be  held  during 
the  autumn.  Further  information  will  be  forthcoming. 

NEW  ENGLAND  REGIONAL  GENETICS  GROUP:  Two  resources  available  from  this  group  include  the 
publication  "Guidelines  for  the  Management  of  Students  with  Genetic  Disorders:  A  Manual  for  School  Nurses". 
(Priced  fat  $7.00/copy),  and  a  video  entitled  "Just  Like  Me?  Children  Talk  about  Spina  Bifida".  (Priced  (7 
25.00/copy  includes  a  users  guide).  The  guidelines  were  developed  to  assist  school  nurses  in  improving 
educational  opportunities  for  students  with  special  health  care  needs  related  to  genetic  disorders.  The  video  is 
a  collection  of  conversations  between  children  with  spina  bifida  and  their  able  bodied  classmates.  Both  may  be 
obtained  by  contacting  the  New  England  Research  Genetics  Groups  P.O.  Box  670,  Mt.  Desert,  ME  04660. 
Telephone  (207)  288-2704  or  Fax  (207)  288-2705  for  details. 

ADOLESCENT  HEPATITIS  B  IMMUNIZATION  IS  COMING  TO  MASSACHUSETTS:  Beginning 
November  I,  1995,  the  Massachusetts  Immunization  Program  (MIP)  will  provide  hepatitis  B  vaccine  for  all 
children  entering  seventh  grade  in  September  1996.  The  MIP  will  provide  hepatitis  B  vaccine  to  primary  health 
care  providers  and  interested  school  systems  for  immunization  of  sixth  graders.  All  schools,  as  well  as  health 
care  providers  who  are  registered  with  the  VFC  program,  will  receive  an  announcement  of  the  program  outlining 
the  details. 

THE  SCHOOL  NUTRITION  TASK  FORCE  is  a  group  of  individuals  interested  in  promoting  healthy  dietarv 
practices  and  physical  fitness  in  school-age  children.  The  group  has  representation  from  the  Department  of 
Public  Health  and  Department  of  Education,  school  nurses  and  school  food  service  representatives  as  well  as 
groups  such  as  the  American  Heart  Association,  American  Cancer  Society,  New  England  Dairy  and  Food 
Council  to  name  a  few.  The  group  meets  every  six  weeks  and  serves  as  a  forum  for  discussion  of  school 
nutrition  issues  and  activities  statewide.  A  goal  of  the  group  is  to  promote  school-based  nutrition  programs  as 
part  of  comprehensive  health  programs.  If  you  are  interested  in  participating  in  the  Task  Force,  or  would  like 
some  more  information  on  the  work  of  the  Task  Force,  please  contact  Maria  Bettencourt  at  (617)  727-5822. 
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SCHOOL  MEALS:  MAKING  THE  GRADE! 

by  Min  BdteacsMrt  Md  Lari  Mother 


The  Dietary  Guidelines  for  Americans  published 
in  1990  represent  recommendations  for  a  healthy 
lifestyle  based  on  the  latest  nutrition  research  by 
the  scientific  community.  The  recommendations 
are: 


The  USDA  recently  updated  its  nutrition  standards 
for  school  meals  to  reflect  the  Dietary  Guidelines. 
The  new  standards  establish  1/3  of  the 
Recommended  Daily  Allowances  (RDAs  are  the 
levels  of  intake  of  essential  nutrients  that... meet  the 
known  nutrient  needs  of  practically  all  healthy 
persons  in  the  United  States)  for  the  National 
School  Lunch  Program  and  1/4  for  the  School 
Breakfast  Program  for  protein.  Vitamins  A  and  C, 
iron,  calcium  and  calories.  The  minimum  level  of 
nutrients  will  vary  by  age/grade  groups,  for 
example  K-6  and  7-12. 

School  meal  programs  have  been  referred  to  "as  a 
measure  of  national  security,  to  safeguard  the 
health  and  well-being  of  the  nation's  children..." 
The  School  Lunch  program  was  initiated  in  the 
1930's,  in  the  midst  of  the  depression  years  when 
the  concern  over  child  malnutrition  was  high.  The 
School  Breakfast  Program  was  initiated  in  1966 
(see  the  article  on  School  Breakfast  in  this 
newsletter).  Both  programs  are  under  the  auspices 
of  the  federal  USDA's  Food  and  Consumer 
Service.  In  Massachusetts,  programs  are 
administered  by  the  Department  of  Education's 
Nutrition  Programs  and  Services.  The  use  of  farm 
commodities  has  always  been  an  integral  part  of 
these  programs. 


Over  the  years,  concerns  about  specific  nutrient 
deficiencies  have  lessened  due  to  the  improved 
availability  of  enriched  and  fortified  food  products. 
On  the  other  hand,  poverty,  and  its  companion 
hunger,  continue  to  be  a  reality  for  many  families. 
In  addition,  as  people  live  longer,  there  is 
increased  concern  over  nutrition  related  risks 
associated  with  chronic  illnesses  such  as 
cardiovascular  diseases,  diabetes  and  some  cancers. 

Studies  demonstrate  that  many  of  the  chronic 
illnesses  that  impact  adults  are  in  part  associated 
with  a  diet  high  in  fat,  salt,  and  sugar.  The  foods 
people  eat  throughout  their  childhood  can  impact 
their  health  later  in  life.  For  example,  researchers 
have  identified  fatty  streaks  (precursors  to 
coronary  heart  disease)  in  the  walls  of  blood 
vessels  of  children  as  young  as  seven  years. 

School  Food  Authorities  (SFAs)  will  have  three 
Menu  Planning  Systems  from  which  to  choose 
rather  than  just  one  to  meet  the  updated  Nutrition 
Standards  (see  Figure  1).  The  updated  Nutrient 
Standards  are  based  on  the  following  dietary 
guidelines: 

1.  no  more  than  30%  calories  from  fat 

2.  less  than  10%  calories  from  saturated  fat 

3.  moderate  levels  of  sodium  and  cholesterol 

4.  attention  to  fiber  content  of  meals 

Schools  will  be  required  to  implement  menu 
planning  activities  utilizing  one  of  the  following 
new  alternatives:  1)  Food  Based  System.  2) 
Nutrient  Standard  Menu  Planning  (NuMenu)  or  3) 
Assisted  Nutrient  Menu  Planning  (Assisted 
NuMenu).  Each  system  has  its  own  attributes. 
SFAs  can  select  the  option  that  best  meets  their 
own  unique  circumstances. 

A  cost  analysis  conducted  by  the  USDA 
demonstrated  that  meals  meeting  the  new  standards 
can  be  produced  within  current  reimbursement 
rates.  Implementation  of  Dietary  Guidelines  will 
be  required  by  School  Year  1 996/97  unless  waived 
by  the  State  agency  to  no  later  than  School  Year 
1998/99. 

How  do  the  Three  Alternatives  Compare? 
The  Food  Based  Menu  Planning  option  is  an 


Eat  a  variety  of  foods; 

Maintain  a  healthful  weight; 

Choose  a  diet  that  is  low  in  fat,  saturated  fat 

and  cholesterol; 
Choose  a  diet  with  plenty  of  vegetables,  fruits 

and  grain  products; 
Use  salt  and  sodium  only  in  moderation; 
Use  sugars  only  in  moderation. 
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FIGURE  1 

MENU  PLANNING  SYSTEMS:  COMPARISON  OF  OLD  AND  NEW  REGULATIONS 


MENU  PLANNING 
SYSTEMS 

OLD  REGULATIONS 

NEW  REGULATIONS 

FOOD  BASED  MENU 
PLANNING 

• 

*4  components/5  items- 

1)  2  oz.  of  cooked  meat  or 
meat  alternative  daily 
(option:  1.5  oz.  K-3) 

2)  3/4  cups  of  fruits/vegetables 
daily  (2  items) 

3)  8  servings  (weekly)  of 
bread/bread  alternative 

4)  1  cup  of  milk,  at  least  whole 
and  unflavored,  lowfat  must 
be  offered 

*  option  to  vary  portion  sizes 
by  age 

*  use  USDA  crediting 
(crediting  defines  how  much 
of  a  serving  different  foods 
can  contribute  to  the 
prescribed  portion  size) 

SAME.  AS  OLD  EXCEPT: 

1)  2  oz.  of  cooked  meat  or 
meat  alternative  (option  1.5 
oz  K-3) 

2)  K-6:  3/4  cups  of 
fruits/vegetables  daily  plus 
1/2  cup  weekly,  7-12:  1  cup 
of  fruits/vegetables  daily 

3)  K-6:  12  servings  of 
bread/bread  alternative 
weekly,  7-12:  15  servings 
of  bread/bread  alternative 
weekly  (1  daily  serving  may 
be  a  dessert) 

4)  1  cup  milk;  offer  a  variety; 
if  past  consumption  is  less 
than  1%  of  a  type,  do  not 

have  to  offer 

*  two  age/grade  categories 
required  (K-6  and  7-12) 

NUTRIENT  STANDARD 
MENU  PLANNING 

(NuMenus) 

*  no  existing  provisions 

*  Must  offer  at  least  3  items; 
1  must  be  milk  and  1  must 
be  an  entree 

*  No  portion  size 
requirements 

*  Use  nutrient  analysis 
software  that  USDA  has 
reviewed  for  compliance 
with  regulations 

*  Weight  analysis 
proportionate  to  choices 
offered  to 

students 

*  Update  analysis  when 
proportions  of  offerings 
change 

*  Use  standardized  recipes 

*  Nutrient  analysis  records 
must  be  retained  for  review 

ASSISTED  NUTRIENT 
STANDARD  MENU 
PLANNING  (Assisted 
NuMenus) 

*  no  existing  provisions 

*  same  as  above,  except 
allows  school  districts  to 
have  menus  developed  and 
nutrient  analysis  performed 
by  others 
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enhanced  version  of  the  previous  Meal  Pattern. 
Portion  sizes  have  been  increased  for  fruits, 
vegetables  and  grains  to  maintain  appropriate 
calorie  levels  through  the  use  of  lower  fat  foods. 
These  changes  also  respond  to  the  need  to  increase 
fiber  and  lower  cholesterol  in  the  diet.  Grain- 
based  desserts  are  also  eligible  for  credit  as  a 
bread/grain.  Additionally,  the  new  requirements 
provide  a  minimum  of  two  portion  sizes, 
recognizing  that  the  nutrient  needs  of  young 
children  and  adolescents  are  different. 

USDA's  impact  analysis  indicated  that  the  changes 
are  cost-neutral  compared  to  current  practice 
because  the  average  SFA  is  providing  larger 
portion  sizes  of  the  meat/meat  alternate,  fruit  and 
vegetables,  and  grains/bread  component  than  is 
now  required.  Smaller  portion  sizes  for  younger 
children  and  revisions  to  crediting  policies  to  credit 
some  desserts  also  contribute  to  the  cost  neutral 
effects. 

Prior  to  the  Nutrient  Standard  Menu  Planning 

option,  there  was  only  the  Meal  Pattern  to  follow. 
It  was  assumed  with  the  Meal  Pattern  that  the 
nutrient  needs  were  being  met  for  all  of  the 
students.  The  NuMenu  addresses  specific  nutrients 
and  amounts  required  under  tue  new  Nutrition 
Standards  and  moves  away  from  the  portion 
requirements.  School  districts  are  expected  to 
initiate  contact  with  the  software  company  of  their 
choice.  The  USDA  is  not  making 
recommendations  about  individual  software 
packages,  but  is  assuring  that  after  the  software  has 
received  USDA  approval,  it  meets  the  necessary 
specifications  to  do  the  nutrient  analysis  of  school 
meals.  Also,  when  choices  are  offered,  a  weight 
analysis  proportionate  to  what  is  offered  to 
students  is  required.  For  example,  if  for  100 
students,  75  servings  of  corn  and  25  servings  of 
spinach  are  offered,  the  weight  analysis  is  3:1. 

The  Assisted  Nutrient  Standard  Menu  Planning 

option  has  the  same  requirements  as  NuMenus. 
This  alternative,  however,  allows  school  districts  to 
have  menus  developed  by  others,  like  states  or 
consultants.  The  resulting  rcunu  cycle  must  meet 
the  Nutrition  Standards  and  abide  by  the  same 
procedures  that  govern  the  nutrient  standard 
method.     USDA  also  plans  to  provide  model 


menus  and  recipes  that  will  assist  SFAs  that 
choose  this  option.  The  organization,  university  or 
institution  developing  NuMenus  will  determine  any 
fees  associated  with  the  service. 

Which  Plan  is  for  You? 

School  districts  should  consider  the  flexibility  with 
menu  planning  that  each  system  offers  before 
making  their  choice  about  which  system  is  right 
for  them.  Subsequently,  they  will  need  to  look  at 
their  resources  and  customers  (students)  in  making 
their  decision. 

School  districts  are  being  advised  to  base  their 
software  purchase  decision  on  a  number  of  factors, 
including:  the  cost  of  purchasing  the  initial 
software,  technical  assistance  capability  and  fees, 
and  costs  for  updates  to  the  National  Nutrient 
Database.  See  Figure  2  for  recommendations  for 


school  system 
analysis: 

who  will  do  their 

own  nutrient 

Figure  2 

Recommended  Technology 

•a  386DX  20MHz 

•All  of  the  requirements 

•a  Mac  computer 

based  PC  with  4MB 

DOS  system  plus 

system  6.0  oi 

of  RAM 

higher 

•a  standard  VGA 

•Windows  3.1  or  higher 

•memory 

requirements 

•an  operating  system 

•a  mouse 

•Soft  PC.  Soft 

of  DOS  3.3  or  high 

:r 

WINDOWS  or 

Power  Mac 

•a  printer 

School  food  service  staff  will  need  to  be  trained  on 
keeping  complete  production  records  of  the  food 
they  are  preparing  and  the  methods  they  are  using 
to  prepare  foods,  following  standardized  recipes 
and  low-fat  cooking  techniques.  Each  school 
district  will  make  the  decision  on  whether  staff  in 
individual  schools  will  enter  their  menus  into  the 
nutrient  analysis  program  or  whether  it  will  be 
done  centrally  at  the  School  Food  Service 
Director's  level.  If  school  staff  are  involved  with 
the  computer  analysis,  this  would  require  further 
training. 

What  Type  of  Support  is  Available? 

USDA's  regional  office  program  specialists  and 
State  agency  staff  who  work  with  the  Child 
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Nutrition  Programs  will  be  trained  to  help 
implement  the  changes  to  the  school  lunch  and 
school  breakfast  programs.  The  Food  and 
Consumer  Service  will  schedule  seven  to  eight 
regional  training  workshops  on  implementing  the 
new  regulations  and  developing  three  training 
manuals  aimed  at  different  levels  of  users.  The 
manuals  will  include  videos  and  slides. 

The  USDA  supports  the  National  Agricultural 
Library's  Food  and  Nutrition  Information  Center 
(FNIC),  which  provides  access  to  up-to-date 
information  and  training  materials  on  preparing 
healthy  meals.  The  items  in  ihe  FNIC  collection 
are  listed  in  AGRICOLA,  a  computerized 
bibliographic  data  base.  Access  to  AGRICOLA  is 
available  through  Dialog  Information  Retrieval 
(800-3DIALOG)  or  BRS  Information  Technologies 
(800-3454BRS).  You  can  also  phone  the  library 
for  interlibrary  loan  requests  at  (301)  504-5719. 

Furthermore,  through  Team  Nutrition,  a  network  of 
support  for  promotion  of  healthy  food  choices  will 
be  available.  Over  200  organizations,  including 
nutrition,  health,  education,  and  food  industry 
groups,  are  supporting  Team  Nutrition's  mission 
and  guiding  principles.  The  Walt  Disney 
Company  is  providing  "spokestoons"  to  help 
deliver  messages  for  a  healthy  diet.  Scholastic, 
Inc.  has  pledged  to  help  reach  92,000  schools 
nationwide  with  nutrition  education  messages.  The 
National  PTA  will  do  their  part  to  reach  parents 
with  messages  about  helping  their  children  choose 
a  healthy  diet.  This  is  just  a  partial  list  of  the 
areas  of  support  created  to  help  school  districts 
implement  changes  to  the  meals  they  serve  in  their 
schools. 


THE  SCHOOL  BREAKFAST  PROGRAM: 
Meeting  the  Needs  of  Hungry  Children 

by  Bill  Cahill  and  Lori  Meagher 


Ureakfast  may  be  the  most  important  meal  of  the 
day  for  a  school  age  child.  Children  who  come  to 
school  hungry:  1)  have  difficulty  paying  attention 
in  class,  2)  find  it  hard  to  concentrate  on  school 
work,  and  3)  may  be  viewed  as  a  discipline 
problem  when  they  appear  fidgety,  too  talkative  or 


are  generally  disruptive  in  class.  Furthermore, 
children  who  are  chronically  hungry  may 
experience  iron  deficiency  anemia,  delayed 
cognitive  and  physical  development,  as  well  as 
unintended  weight  loss.  Hunger  is  inextricably 
linked  to  poverty.  Nationally,  over  14  million 
American  children  are  impacted  by  poverty.  A 
Massachusetts  Hunger  Survey  of  low  income 
families  in  1991  revealed  nearly  200,000  (or  1  in 
4)  children  either  hungry  or  at  risk  for  hunger. 
Children  in  29%  of  the  families  surveyed  had 
skipped  meals  or  had  the  size  of  their  meals  cut. 
On  average,  this  occurred  the  month  prior  to  the 
interview,  and  in  6  of  the  prior  12  months. 

Studies  have  shown  that  children  who  eat  breakfast 
are  more  productive  in  class.  For  example,  a  1 987 
study  in  Lawrence,  Massachusetts,  compared  a 
group  of  children  who  ate  school  breakfast  to  a 
group  who  did  not  and  found  children  who 
participated  in  the  School  Breakfast  Program 
(SBP)  to  have  reductions  in  absenteeism  and 
tardiness  and  higher  scores  on  standardized  tests. 
Many  children  do  not  eat  breakfast.  Why? 
Income  may  be  an  issue  for  some  families,  but  not 
necessarily  for  all.  Some  families  may  have  two 
working  parents  or  a  single  working  parent  with 
limited  time  in  the  morning  to  prepare  a  nutritious 
meal.  Some  children  may  have  long  bus  rides  to 
school  and  may  be  hungry  when  they  arrive  at 
school. 

What  is  the  School  Breakfast  Program? 

The  School  Breakfast  Program  is  an  entitlement 
program  authorized  as  part  of  the  Child  Nutrition 
Act  of  1966.  It  is  considered  one  of  the  most 
successful  federal  nutrition  programs  because  it 
consistently  reaches  and  feeds  many  hungry 
children.  The  School  Breakfast  Program  is 
sponsored  in  non-profit  private  schools  and 
residential  child  care  institutions  as  well  as  public 
schools.  In  Massachusetts,  the  Department  of 
Education  (DOE)  administers  school  meal 
programs,  including  the  School  Breakfast  Program. 
The  Nutrition  Programs  and  Services  unit  of  the 
Department  oversees  program  activities. 

In  Massachusetts  recent  legislative  changes  require 
that  severe  need  schools,  (i.e.,  those  serving  more 
than  40%  free  or  reduced  price  lunches),  offer 
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school  breakfast.  These  schools  contribute  to  the 
45%  of  Massachusetts  schools  making  breakfast 
available  to  students.  But,  even  with  this  mandate, 
over  50%  of  Massachusetts  schools  still  do  not 
offer  the  program. 

What  Prevents  Schools  from  Offering  the 
Program? 

Barriers  that  impede  schools  from  implementing 
breakfast  programs  include:  1)  the  lack  of 
adequate  space  in  the  cafeteria,  2)  bus  schedules, 
especially  during  winter  months,  3)  time,  since 
breakfast  is  not  part  of  the  school  day  schedule  as 
is  lunch,  4)  transportation  of  meals  from  a  central 
kitchen  facility  to  satellite  sites,  and  5)  the  lack  of 
equipment.  These  barriers,  although  real,  are  not 
insurmountable.  Administrators,  school  food 
service  staff,  teachers,  health  staff,  parents  and 
students  can  work  together  to  identify  barriers  and 
solutions  that  will  facilitate  the  implementation  of 
a  school  breakfast  program.  The  school  health 
advisory  council  can  be  an  excellent  vehicle  to 
pursue  this  initiative. 

What  are  Some  Other  Types  of  Barriers. 

Offering  a  breakfast  program  is  the  first  step  in 
addressing  the  needs  of  a  hungry  child.  The  next 
step  is  to  market  the  program  to  the  students.  One 
of  the  main  barriers  to  participation  in  the  School 
Breakfast  Program  is  the  stigma  that  the  program 
is  only  for  low  income  children.  Promoting  the 
program  to  both  the  parents  and  the  children,  and 
marketing  the  breakfast  program  to  all  children  in 
the  school  regardless  of  income  status  will  help  to 
remove  this  stigma.  Other  strategies  that  can  be 
used  include:  listing  the  breakfast  schedule  on  the 
lunch  menus  and  making  both  the  food  and  the 
environment  attractive  to  children. 

Ideas  for  Promoting  the  SBP. 

The  Somerville  School  System  has  successfully 
addressed  some  barriers  to  participation  in  the 
School  Breakfast  Program.  A  grant  from  American 
Express/Share  Our  Strength  enabled  Food  Service 
Director,  Henry  Biagi,  to  promote  and  expand  the 
school  breakfast  program.  For  one  year,  free 
breakfast  was  available  to  all  elementary  and 
junior  high  school  students.  He  made  the  program 
more  appealing  by  creating  expanded  menus  with 
more  choices,  including  hot  breakfast  items,  geared 


to  the  interest  of  the  kids.  The  foods  served  were 
nutritious,  good  tasting  and  comfort  foods  that 
children  like  to  eat.  Some  examples  of  these  foods 
include:  muffin  squares,  pancakes  and  french  toast 
sticks,  small  breakfast  sandwiches,  along  with 
cereal,  juice,  fruit  and  milk.  These  efforts 
produced  a  12%  increase  in  the  first  year,  and 
continues  to  rise.  Instituting  small  incremental 
changes  with  foods  that  appealed  to  the  children, 
promoting  the  program  to  the  parents,  and  support 
from  the  district,  staff  and  community  were 
essential  to  the  program's  success. 

DOE  is  conducting  school  breakfast  outreach 
through  various  means  including  contract  services 
with  Project  Bread,  the  statewide  hunger  relief 
agency  which  sponsors  the  annual  Walk  for 
Hunger.  School  systems  are  encouraged  to  explore 
ways  to  make  school  breakfast  available  to  all 
students.  If  your  school  would  like  information  on 
how  to  start  a  school  breakfast  program,  or  ideas 
on  improving  and/or  promoting  a  current  breakfast 
program,  contact  Bill  Cahill  at  The  Department  of 
Education  (617)  388-3300  x482,  or  Ester  Hanig  at 
Project  Bread  (617)  723-5000. 

The  benefits  to  having  a  school  breakfast  program 
outweigh  the  barriers.  The  program  is  ultimately 
a  win-win  situation  for  all  involved.  Children  who 
eat  the  nutritious  meals  are  more  attentive  in  class: 
parents  who  are  pressed  for  time  in  the  morning, 
or  who  do  not  have  enough  food  in  the  house  do 
not  have  to  worry  about  their  child  missing 
breakfast;  teachers  face  fewer  discipline  problems: 
administrators  will  be  rewarded  with  better  school 
attendance  and  improved  scores  on  standardized 
testing;  and  school  nurses  may  see  fewer 
nutrition/hunger  related  health  issues. 
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PROMOTING  HEALTHY  SCHOOL  MEALS: 
TWO  TRAINING  PROGRAMS 

by  Lori  Meagher 


The  school  food  service  director  takes  a  leadership 
role  in  the  promotion  of  healthy  and  acceptable 
school  meals.  It  is  important  that  he/she  works 
closely  with  other  school  staff,  faculty,  parents  and 
students,  and  utilize  all  available  avenues  and 
support  to  develop  and  implement  strategies  to 
promote  school  meals. 

The  Department  of  Education  through  a  contract 
with  the  Stalker  Institute  has  made  available  two 
training  programs  which  focus  on  providing  school 
food  service  directors  with  the  necessary 
information  and  skills  to  facilitate  1 )  the  promotion 
of  school  meal  programs  as  well  as  2)  develop 
partnerships  within  the  school  community  to 
implement  school  meal  programs  that  meet  the 
dietary  guidelines.  The  two  programs,  "Target 
Your  Market"  and  "Working  Together  Toward 
Implementing  Nutrition  Integrity"  are  described 
below: 

Tarset  Your  Market 

The  nationally  recognized  "Target  Your  Market" 
program  is  a  marketing  course  specifically 
designed  to  help  schools  deal  with  the  challenge  of 
increasing  participation  in  child  nutrition  programs. 
This  course  assists  school  food  service  directors  to 
make  an  objective  self-assessment  of  their  program 
and  guides  them  in  the  preparation  of  a  marketing 
strategy  to  increase  participation,  promote  healthy 
eating  habits  and  publicize  the  school  food  service 
program.  Participation  is  increasing,  awareness  of 
the  program  is  expanding  and  its  benefits  are  being 
recognized. 

The  program  was  developed  by  the  Associated 
Milk  Producers,  Inc.  for  the  School  Food  Service 
Foundation.  "Target  Your  Market"  has  been  field 
tested  by  more  than  300  school  food  service 
professionals  and  is  available  to  Massachusetts 
school  food  service  directors  through  The  John  C. 
Stalker  Institute  of  Food  and  Nutrition.  The 
Stalker  Institute  is  a  joint  venture  of  Framingham 
State  College  and  the  Nutrition  Programs  and 


Services  of  the  Massachusetts  Department  of 
Education,  in  conjunction  with  the  Massachusetts 
School  Food  Service  Association  and  the  New 
England  Dairy  and  Food  Council. 

Instructors  for  the  course  attend  intensive  training 
and  must  remain  certified  to  continue  teaching  the 
course.  Ten  American  School  Food  Service 
Association  (ASFSA)  credits  are  available  to 
participants  of  the  course.  The  course  was  offered 
last  spring  for  the  first  time  in  Massachusetts  and 
was  met  with  great  enthusiasm.  Instructors  hoped 
to  train  40  school  food  service  directors  and  were 
delighted  to  have  78  participants!  A  separate 
training  is  available  for  managers.  This  training  is 
most  effective  coupled  with  the  director's  training 
or  as  a  follow-up  to  the  food  service  director's 
marketing  plan. 

Working  Together  Toward  Implementing  Nutrition 
Integrity  Standards 

Another  workshop  available  through  the  Stalker 
Institute,  is  "Working  Together  Toward 
Implementing  Nutrition  Integrity  Standards".  This 
workshop  addresses  the  latest  issues  in  child 
nutrition  and  is  designed  to  bring  together  teachers 
and  school  food  service  directors  to  work 
collaboratively  to  develop  a  plan  to  implement 
nutrition  integrity  standards  in  school  food 
programs  and  promote  nutrition  education  in  the 
classroom. 

Nutrition  Integrity  is  defined  as  "a  guaranteed  level 
of  performance  that  assures  that  all  foods  available 
in  schools  for  children  are  consistent  with 
Recommended  Dietary  Allowances  and  the  Dietary 
Guidelines  and,  when  consumed,  contribute  to  the 
development  of  lifelong  healthy  eating  habits." 
The  ASFSA  brought  these  health  promotion 
objectives  into  focus  for  school  food  service  by 
developing  this  term.  ASFSA  created  1 1  core 
concepts  to  help  schools  implement .  nutrition 
integrity.  The  concepts  focus  on  the  areas  of 
nutrition  standards,  student  preferences,  meal 
planning,  purchasing,  production,  service,  nutrition 
education,  training,  and  public  policy.  The 
National  Food  Service  Management  Institute 
bolstered  the  core  concepts  with  researched  and 
identified  standards.  Together  the  core  concepts 
and   standards   constitute   the   benchmark  for 


8 


measuring  the  achievement  of  Nutrition  Integrity. 

In  Massachusetts,  a  one  da\  workshop  was 
developed  which  incorporated  assessment  data 
from  the  1991  Stalker  Institute  assessment  of 
adolescents'  nutrition  knowledge,  attitudes  and 
behaviors,  and  core  concepts  IX  and  X.  Core 
concept  IX  advises  that  "Nutrition  education  will 
be  an  integral  part  of  the  curriculum  from  pre- 
school to  12th  grade.  The  school  cafeteria  will 
serve  as  a  laboratory  for  applying  critical  thinking 
skills  taught  in  the  classroom."  Core  concept  X 
recommends  that  "Tools  developed  to  train  food 
service  personnel,  teachers,  school  administrators 
and  parents  will  be  used  to  build  teams  of 
competent,  caring  individuals  with  common  goals." 
Also  incorporated  were  some  of  the  related 
standards  under  each  of  the  core  concepts. 

Interested  school  districts  were  asked  to  send  teams 
made  up  of  at  least  one  teacher  from  elementary, 
middle  and  high  schools,  as  well  as  the  district's 
school  food  service  director  to  the  training.  Many 
schools  included  a  health  coordinator  or  a  school 
nurse  as  part  of  the  team.  The  workshop  provided 
participants  with  a  review  of  the  Nutrition  Integrity 
Standards  and  public  policy  objectives,  explanation 
of  the  school  food  service  program,  presentation  of 
nutrition  education  activities  for  elementary, 
middle  and  high  schoolers,  completion  of  a  needs 
assessment  survey,  and  planning  time  to  develop  a 
plan  to  integrate  nutrition  education  into  their 
schools. 


For  more  information  on  these  programs,  contact 
the  Stalker  Institute  at  (508)  626-4759. 


WHAT'S  FOR  LUNCH? 

The  American  Heart  Association' 

$ 

New  Curriculum 

by  Mary  Grace  Summergrad 

Elementary  students  in  towns  throughout 
Massachusetts  are  planning  their  own  school 
lunches.  Does  this  mean  the  kids  are  lunching  on 
chips  and  sweets?  Are  the  food  service  directors 
neglecting  their  duties?  The  answer  to  both 
questions  is  a  resounding  "no".  Fourth  and  fifth- 


grade  students  are  applying  what  they  have  learned 
about  nutrition  and  menu-planning  as  they  design 
"heart-healthy"  lunches  that  could  be  served  in 
their  school  cafeterias.  The  food  service  directors 
in  these  towns  have  taught  students  the  basics  of 
menu-planning  and  reviewed  the  specific  federal 
guidelines  for  school  lunches. 

These  activities  are  part  of  a  unique  and  innovative 
approach  to  nutrition  education  in  schools  provided 
by  the  new  menu- writing  curriculum  "What's  for 
Lunch?"  The  seven  lesson  curriculum  was 
developed  by  the  professional  staff  and  the 
volunteer  members  of  the  Heart  Healthy  School 
Lunch  Task  Force  of  the  Massachusetts  Affiliate  of 
the  American  Heart  Association  (AHA).  Since 
1987,  the  task  force  has  taken  on  various  projects 
aimed  at  improving  the  nutritional  quality  of 
school  lunches,  from  recipe  contests  to  resource 
manuals.  However,  the  development  of  the 
"What's  for  Lunch?"  curriculum  marked  a  new 
direction  for  the  task  force. 

Task  force  members  felt  that  while  directors  were 
capable  of  providing  appealing  low-fat  lunches,  a 
major  obstacle  was  lack  of  student  acceptance  of 
the  heart-healthy  foods.  The  focus  of  the 
curriculum,  therefore,  is  to  educate  students  and 
motivate  them  to  "buy  in"  to  healthier  lunches. 
"We're  trying  to  change  food  choice  and  the 
demand  for  junk  food,"  stated  Needham  Food 
Service  Director  Margie  Saidel,  a  member  of  the 
task  force  and  a  director  who  helped  pilot  the 
curriculum.  "Over  time,  we  hope  the  kids  will 
make  different  food  choices." 

The  "What's  for  Lunch?"  curriculum,  designed  for 
use  in  upper  elementary  grades,  includes  specific 
lesson  plans  and  hands-on  activities.  The 
classroom  teacher  or  health  educator  uses  the  U.S. 
Food  Guide  Pyramid  as  the  basis  for  lessons  and 
activities  on  nutri.ion  and  disease  prevention.  The 
food  service  director  then  comes  into  the 
classroom  to  teach  students  about  menu-planning 
and  federal  guidelines  for  school  lunches.  Finally, 
students  use  colorful  cardboard  food  models  to 
help  them  as  they  design  their  own  low-fat  school 
lunch  menus.  At  least  one  student-designed  menu 
is  selected  to  be  served  in  the  school  cafeteria  a 
few  weeks  later. 
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The  Massachusetts  Affiliate  of  the  AHA  has 
supported  the  activities  of  the  task  force  since  its 
conception  in  1987.  Other  organizations  that  have 
contributed  to  the  support  of  the  curriculum  project 
include  the  Massachusetts  School  Food  Service 
Association,  the  Massachusetts  Department  of 
Education,  and  the  New  England  Dairy  and  Food 
Council. 

The  curriculum  has  been  implemented  in 
approximately  20  Massachusetts  communities  so 
far.  The  Massachusetts  Department  of  Education 
has  made  a  limited  number  of  copies  of  the 
"What's  for  Lunch?"  curriculum  available  free-of- 
charge.  For  more  information  about  the 
curriculum,  or  to  request  a  copy,  please  call  Mary 
Grace  Summergrad,  School  Lunch  Nutrition 
Coordinator  for  the  AHA  at  (508)  620-1700 
extension  3131. 




WHAT'S  NEW  IN 

NUTRITION  CURRICULA? 

By  Stephen  Carey  &  Lori  Meagher 

7he  United  States  Department  of  Agriculture 
Education  and  Training  Program  promotes 
integration  of  nutrition  education  into 
comprehensive  school  health  education  through  its 
Nutrition  Education  and  Training  Program  (NET). 
NET  supports  child  nutrition  programs  like  the 
National  School  Lunch  Program  by  facilitating 
nutrition  education  experiences  that  link  classroom 
learning  with  cafeteria  practices.  Materials 
developed  and/or  reproduced  with  NET  funds  are 
shared  among  states. so  the  influx  of  new  nutrition 
curricula  is  constant. 

NET  is  administered  by  the  Department  of 
Education  (DOE)  in  Massachusetts.  As  part  of  it 
NET  program,  DOE  established  a  free  lending 
library  in  collaboration  with  the  John  Stalker 
Institute  at  Framingham  State  College.  Materials 
and  curricula  developed  by  private  companies  or 
agencies  are  also  collected  at  this  resource  library. 

Two  new  additions  to  the  library  include  "Snack 
Stars:  Personal  Explorations  into  Nutrition 
Snacking"  (for  primary  grades)  and  Snack  Treks: 


Adventures  in  Healthy  Eating"  (for  intermediate 
grades).  Both  are  developed  by  the  National  Dairy 
Council.  "Snack  Stars"  invites  students  to  rap, 
chant  and  experiment  their  way  through  the  five 
food  groups  with  the  help  of  finger  puppets  and 
easy  to  make  costumes.  "Snack  Treks"  leads 
students  on  a  excursion  through  the  world  of 
nutritious  snacks  as  junior  archaeologists.  Students 
collect  and  analyze  snack  artifacts,  test  their  senses 
and  compile  a  snack  almanac. 

These  and  many  other  nutrition  education  material 
are  available  through  the  DOE's  Nutrition  and 
Training  Program.  To  learn  more  about  these  and 
other  materials  available  through  the  resource 
library,  please  contact  Stephen  Carey  at  (617)  388- 
3300  x498  or  write  to  the  Massachusetts 
Department  of  Education,  Nutrition  Programs  and 
Services,  350  Main  Street,  Maiden,  MA  02148. 

OTHER  AVAILABLE  CURRICULA  OF  INTEREST 

The  following  information  provides  a  brief 
overview  of  new  curricula,  cost  and  how  to  access 
them.  This  material  is  presented  for  informational 
purposes  only  and  does  not  constitute  an 
endorsement  by  the  Department  of  Public  Health 
for  one  curriculum  over  another. 

Healthy  Eating  Practices 

"CHOW!" 

CSPI,  Center  for  Science  in  the  Public  Interest,  has 
a  new  nutrition  curriculum  for  grades  7-12  which 
promotes  healthy  eating  in  a  creative,  kid-friendly 
format.  The  curriculum  features  a  67  page 
teacher's  guide  divided  into  ten  lesson  plans,  each 
with  its  own  suggested  activities  and  ready-to- 
photocopy  handouts.  The  companion,  "CHOW! 
Club  Handbook"  is  a  hands-on  guide  that  offers  25 
extracurricular  activities  "to  promote  better 
nutrition,  less  hunger  and  a  healthier  planet". 

Also  included  is  a  copy  of  CSPI's  award- winning 
video,  "The  Real  Scoop".  This  video  is  a  fast- 
paced,  13  minute  detective  story  that  offers  basic 
nutrition  information  intertwined  with  graphics, 
rock  music,  and  animation. 
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"CHOW!"  is  being  offered  to  teachers  and  schools 
for  $25.00,  including  shipping  and  handling. 
Interested  parties  can  send  payment  to  CSPI- 
CHOW,  1875  Connecticut  Ave  NW,  Suite  300, 
Washington,  D.C.  20009. 

"Food  Pyramid  Resource  Packet" 
The  Food  Pyramid  Resource  Packet  is  one  of  three 
nutrition  resource  packets  developed  by  the  Food 
and  Nutrition  Program  of  the  University  of 
Cincinnati  for  elementary  school  teachers  with 
updated  resources  to  support  inclusion  of  nutrition 
into  the  school  curriculum.  The  packet  focuses  on 
using  the  Food  Guide  Pyramid  to  choose  a 
healthful  diet,  and  the  learning  activities  emphasize 
the  importance  of  eating  a  variety  of  foods. 

A  packet  overview  describes  the  contents  and 
establishes  continuity  with  the  other  two  packets, 
entitled  "Foods  Skill  for  Today's  Young 
Consumer"  and  "Weight  Maintenance  Issues  for 
the  School- Aged  Child".  Two  levels  of  learning 
activity  were  developed:  beginning  level  activities 
for  younger  children  (grades  1  through  3)  and 
advanced  level  activities  for  children  in  upper 
elementary  grades  (grades  4  through  6).  Each 
learning  activity  includes  all  of  the  materials  the 
teacher  needs  to  complete  the  activity  with  the 
class.  "Hands-on"  participatory  activities  are  used 
as  much  as  possible.  Ideas  for  follow-up  activities 
encourage  children  to  share  the  information  they 
had  learned  in  the  classroom  with  their  families. 
Learning  activities  are  designed  as  discrete  units, 
but  are  sequenced  to  allow  progression  from  one 
activity  to  the  next. 

Copies  of  the  three  nutrition  resource  packets  are 
available  at  a  cost  of  $30.00  from  the  Program  in 
Nutrition.  University  of  Cincinnati,  Cincinnati,  OH 
45221-0022. 

The  New  Food  Label 

"The  New  Food  Label:  There's  Something  In  It 
For  Everybody" 

Teach  your  students  the  new  food  label  with  help 
from  the  U.S.  Food  and  Drug  Administration  and 
the  International  Food  Information  Council 
Foundation.  "The  New  Food  Label:  There's 
Something  In  It  For  Everybody"  is  a  48  page 


education  program  uo  help  you  help  your  students 
understand  how  to  use  the  Nutrition  Facts  food 
label  and  how  to  choose  healthy  foods.  The 
program  was  developed  for  classroom  use  by  1 0th 
through  12th  grade  students.  It  contains  five 
lesson  plans,  complete  with  learner  outcomes, 
learning  strategies,  classroom  handouts,  charts  and 
worksheets,  and  lists  of  suggested  activities.  There 
is  also  a  20  question  quiz  with  an  answer  key  to 
help  evaluate  students'  comprehension  of  the 
subject  and  a  resource  list  for  additional 
information. 

Copies  cost  only  $5.00  and  can  be  ordered  from 
the  IFIC  Foundation,  1100  Connecticut  Ave  NW. 
Suite  430,  Washington,  D.C.  20036. 

5-A-DAY 

"5  A  Day  Adventures" 

The  5  A  Day  Adventures  CD-ROM  is  the  first 
nutrition  "edutainment"  software  program  designed 
to  encourage  children  to  eat  five  servings  of  fruits 
and  vegetables  every  day,  as  recommended  by 
leading  health  authorities.  Currently,  the  5  A  Day 
Adventures  CD-ROM  is  being  used  by  over  14.000 
elementary  schools  across  the  country. 

Children  are  welcomed  to  5  A  Day  Adventures  by 
skateboarding  Bobby  Banana  and  are  invited  to 
visit:  The  Land  of  5  A  Day,  fiveaday@bev.net. 
Adventure  Theater,  H.B.'s  Body  Shop.  Cook's 
Kitchen,  Salad  Factory,  Jukebox,  Glossary,  Copy 
Center  and  Challenges.  It  is  within  these  areas  of 
the  CD-ROM  that  students  can  learn  about:  serving 
sizes;  the  discovery  of  different  fruits  and 
vegetables,  where  they  are  grown,  and  why  they 
are  so  good  for  us;  the  Food  Guide  Pyramid;  how 
to  read  the  food  labels;  how  Vitamin  A.  Vitamin 
C  and  Fiber  are  important  to  various  parts  of  the 
body;  simple  fruit  and  vegetable  recipes;  how  to 
make  salads  high  -n  Vitamins  A  and  C,  fiber  and 
low  in  fat;  ten  5  A  Day  tunes;  definitions  used  in 
the  program;  a  place  to  print  the  lyrics  to  the 
tunes;  and  tests  to  become  a  5  A  Day  Kid. 

Teachers  can  order  5  A  Day  Adventures  free  by 
sending  their  request  on  school  letterhead  and 
indicating:  (1)  the  type  of  CD-ROM  computer 
system  (i.e.,  Macintosh  or  MS-DOS)  available  in 


li 


their  school;  and  (2)  the  number  of  CD-ROM  discs 
needed.  Send  requests  to:  5  a  Day  Adventures, 
Dole  Food  Company,  155  Bovet,  Suite  476,  San 
Mateo,  CA  94402. 

Vegetarianism 

The  Vegetarian  Resource  Group  offers  a  lesson 
plan  on  vegetarianism  along  with  other  brochures 
which  are  available  at  no  charge.  The  objective  of 
the  lesson  plan  is  for  students  to  be  familiar  with 
the  definition  of  vegetarianism  and  its  various 
aspects.  These  aspects  include:  why  people  are 
vegetarians  (compassion  for  animals,  aesthetic 
considerations,  ecological  reasons,  spiritual 
reasons,  health  reasons,  and  economic 
considerations),  vegetarian  foods,  and  an  essay 
writing  activity. 

Brochures  offered  by  the  group  include: 
Vegetarianism  in  a  Nutshell,  Heart  Healthy  Eating 
the  Vegetarian  Way,  Vegan  Diets  in  a  Nutshell, 
Vegetarian  Nutrition  for  Teenagers!,  Una  Dieta 
Vegetariana,  I  Love  Animals  and  Broccoli 
(coloring  book). 

The  lesson  plan  and  brochures  can  be  obtained  by 
sending  a  self  addressed  stamped  envelope  to  The 
Vegetarian  Resource  Group,  P.O.  Box  1463, 
Baltimore,  MD  21203. 

Eating  Disorders 

"A  5  Day  Lesson  Plan  on  Eating  Disorders: 
Grades  7-12" 

This  curriculum  was  developed  by  The  National 
Anorexic  Aid  Society  of  Harding  Hospital.  The 
primary  goal  of  the  curriculum  is  to  provide 
teachers  with  a  set  of  useful  tools  for  educating 
students  about  eating  disorders.  The  curriculum 
provides  background  facts,  recommended  readings, 
and  activities  to  allow  the  teacher  to  pick  and 
choose  and  modify  the  lessons  as  they  see  fit. 

The  lessons  are  for  five  days  and  are  divided  into 
six  sections.  The  sections  are:  key  points,  primary 
objectives,  background  material  for  preparation, 
teacher  presentation,  activities  and  overheads.  The 
cornerstone  of  this  curriculum  is  the  conviction 
that  "eating  disorders"  -  anorexia  nervosa,  bulimia 
nervosa,  and  their  atypical  variations  -  develop 


through  multiple  contributing  factors,  including 
social,  psychological,  familial,  and  physiological 
influences.  Of  these,  a  primary  influence  that  is 
addressed  is  cultural. 

This  curriculum  can  be  ordered  for  $75.00  through 
Giirze  Books,  P.O.  Box  2238,  Carlsbad,  CA 
92018.  Call  1-800-756-7533  for  a  catalog. 


HEALTHY  CHOICE} 

by  Katfty  Poell 
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The  Healthy  Choices  Program  was  developed  as 
a  school-based  nutrition  education  and  physical 
activity  program  at  the  Arlington  School  in 
Lawrence,  Massachusetts.  The  program  was  the 
product  of  the  collaborative  efforts  of  Peg  Burton, 
Lawrence  Public  School  Health  and  Nursing 
Supervisor,  and  Ruth  Palombo,  Director  of  the 
Health  Promotion/Nutrition  and  Chronic  Disease 
Prevention  Unit  at  the  Massachusetts  Department 
of  Public  Health  (DPH).  Funding  was  provided 
through  a  one  year  grant  from  the  Centers  for 
Disease  Control  (CDC). 

In  Lawrence,  70%  of  school  age  children  are 
Latino.  The  Arlington  School,  in  Lawrence,  is  a 
K-8  school  with  an  enrollment  in  1994  of  1237; 
88.9%  minority,  mostly  Latino  and  85%  low 
income.  School  records  indicated  1 7%  of  children 
in  grades  2  through  8  with  weight  for  height 
measurements  greater  that  the  95th  percentile. 

The  overall  goal  of  the  program  was  to  promote 
diet  and  physical  activity  habits  conducive  to 
attaining  and  maintaining  normal  weight,  healthy 
eating  practices,  and  fitness  among  elementary 
school  children.  There  were  four  major 
components  to  the  program:  1)  a  school  wide 
nutrition  and  fitness  education  program,  2)  a  pilot 
nutrition  education  and  physical  fitness  program 
targeting  overweight  students,  3)  parent  meetings, 
and  4)  a  school  food  service  component.  The 
Healthy  Choices  Program  complemented  and  was 
integrated  with  nutrition  and  fitness  activities  at  the 
Arlington  School. 

The  program  incorporated  and  was  supported  by 
both  the  school  faculty  and  other  staff.  It  involved 
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collaborative  efforts  of  a  health  educator,  video 
specialist  school  nurse,  /l.vsical  education 
teachers,  hospital  dietitian,  food  service  supervisor 
and  the  principal. 

Program  Implementation 

The  Healthy  Choices  program  was  initiated  in 
November/December  1994.  School  nurses 
measured  the  heights  and  weights  of  all  the 
students.  Those  over  the  95th  percentile  were 
asked  to  complete  a  survey  to  assess  their  interests 
in  physical  and  esteem  building  activities,  time 
preference  and  nutrition  knowledge.  The  responses 
were  used  as  a  guide  for  offering  culturally  and 
age  appropriate  activities. 

Student  targeted  activities  began  in  early  March 
1995.  after  student  physicals  and  permission  forms 
had  been  completed.  Thirty  students  enrolled  in 
early  March  and  by  late  March,  148  students  had 
enrolled  in  the  program.  Students  signed-in  with 
the  school  nurse  and  then  went  to  activities  for  30 
minutes.  Participating  students  were  given  a  pre 
and  post  test  for  strength,  flexibility  and  aerobic 
capacity.  All  students  in  grades  5  through  8  filled 
out  a  questionnaire  regarding  beliefs,  attitudes  and 
knowledge  of  nutrition  and  foods. 

An  initial  challenge  was  how  to  avoid  stigmatizing, 
separating  or  isolating  the  heavier  kids.  Although 
kids  having  a  weight  for  height  greater  than  the 
95  th  percentile  were  targeted,  anyone  was  welcome 
to  participate  in  the  program. 

Finally,  the  word  "exercise"  tends  to  have  negative 
connotations;  therefore  the  word  "activity"  was 
used  in  its  place  throughout  the  program.  The 
emphasis  was  on  offering  more  than  one  activity  at 
a  time,  movement  as  a  form  of  supervised  play 
that  was  safe,  reinforcement  of  positive 
experiences,  physical  fitness  regardless  of  size,  and 
most  of  all,  having  fun  away  from  competition. 

Program  Components: 

School-wide  Nutrition  and  Fitness  Program 
Students  were  selected  to  develop  and  promote 
video-taped  healthy  eating  and  fitness  messages  to 
their  peers.   Healthy  Choices  messages  were  the 
subject  of  hallway  bulletin  boards  and  were 


promoted  in  the  local  press.  "FOODPLAY",  a 
nutrition  education  production  which  features 
juggling,  music  and  puppetry  to  present  on  issues 
related  to  nutrition,  fitness  and  self-esteem  was 
performed  as  part  of  the  kick-off  event. 

Pilot  Nutrition  Education  and  Physical  Fitness 
Program 

A  school-wide  nutritional  screening  of  all  students 
was  conducted.  Those  children  identified  with  a 
weight  for  height  greater  than  or  equal  to  the  95th 
percentile  were  considered  candidates  for 
participation  in  the  program.  Each  of  the  targeted 
children  received  a  home  visit  by  the  school  nurse 
who  explained  the  program  to  the  parents  and 
received  permission  for  the  child's  participation  in 
the  program. 

A  variety  of  activities  related  to  food,  exercise,  and 
self  esteem  were  offered  to  the  participants.  These 
included:  physical  activities  before  and  after 
school,  cooking  classes,  aerobics,  participation  in 
video  productions,  nutrition  classes,  grooming 
classes,  and  intergenerational  activities. 
Components  of  "The  Great  Body  Shop"  and  the 
SHAPEDOWN  program,  a  weight  management 
program  for  children,  were  adapted  to  meet  the 
needs  of  the  Latino  children  and  utilized  in  a 
variety  of  activities  involving  children  and  their 
families.  The  students  set  non-weight  related  goals 
focused  on  increasing  intake  of  fruits  and 
vegetables  and  decreasing  the  intake  of  foods  high 
in  fat.  Most  of  all,  children  were  encouraged  to 
have  fun. 

Morning  sessions  ran  from  7:45  to  8:15  and  were 
open  to  students  in  grades  2,  3  and  4.  The 
afternoon  sessions,  from  3:00  to  3:45,  were  geared 
to  grades  6,  7  and  8.  Each  session  included 
twenty  to  twenty-five  students  led  by  a  physical 
education  teacher  and  a  health  educator. 

Parent  Component 

Nutrition  and  fitness  programs  were  offered  to 
parents  with  children  in  the  special  nutrition  and 
fitness  program  as  well  as  to  all  parents  of  children 
attending  the  school.  Classes  were  focused' on  the 
relationship  between  nutrition,  fitness  and  health. 
Parents  of  overweight  children  attended  group 
health  education  "charlas",  led  by  the  consultant 
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nutritionist.  These  were  short  (20-25  minutes) 
discussion  sessions  on  health,  nutrition  and  fitness 
issues.  These  informally  structured  groups  or 
"charlas"  held  in  the  parents'  homes  allowed 
participating  parents  to  talk  and  express  their 
concerns  and  opinions  in  a  safe  environment. 

Parents  were  invited  to  participate  in  all  the 
programs  and  events  of  the  Healthy  Choices 
Program.  Several  attended  nutrition  classes  after 
school.  A  few  parents  were  involved  in  producing 
the  video  "Cooking  the  Low  Fat  Hispanic  Way". 

Food  Service  Component 

The  food  service  component  was  designed  to 
promote  menu  changes  in  the  cafeteria  that  enabled 
students  to  select  more  nutritious  foods,  expose 
children  on  a  daily  basis  to  foods  lower  in  fat,  salt, 
sugar  and  higher  in  fiber,  as  well  as  incorporate 
new  ethnic  menu  selections.  The  School  Breakfast 
program  was  coordinated  with  the  morning  groups 
and  children  who  participated  in  the  afternoon 
program  received  a  healthy  snack  provided  through 
the  school  food  service. 

Fifteen  students  from  Healthy  Choices  formed  a 
Student  Advisory  Council  wliich  met  four  times. 
Participating  students  learned  about  the  state  and 
federal  guidelines  for  school  meals,  good  nutrition 
with  the  National  Dairy  Couro'l's  "Trimming  the 
Fat  Program",  toured  the  kuchen,  familiarized 
themselves  with  the  equipment  and  cooking 
techniques,  and  conducted  taste  tests  on  lower  fat 
foods.  At  the  final  meeting,  the  students  discussed 
and  developed  recommendations  for  changes  in  the 
school  meals  and  submitted  their  recommendations 
to  the  food  service  department.  Recommended 
foods  will  be  added  to  the  menu  next  year. 

Program  Evaluation 

The  overall  feeling  of  the  Healthy  Choices  staff 
was  that  the  program  was  extremely  successful, 
based  on  the  overwhelming  student  interest  and 
participation.  Of  importance,  the  physical 
education  staff  observed  that  many  of  the  Healthy 
Choices  students  were  those  who  had  not 
participated  in  the  extracurricular  gym  events  prior 
to  this  program.  Preliminary  data  suggest  there 
was  a  slight  decrease  in  BMI  (body  mass  index,  a 
ratio  of  height  and  weight  used  to  measure 


obesity);  students  were  able  to  do  more  sit-ups  and 
tardiness  decreased.  A  satisfaction  survey  was 
given  to  all  students  in  grades  5-8.  87%  of  the 
students  said  they  would  participate  again  next 
year,  68%  reported  watching  less  television  since 
the  program,  and  73%  reported  eating  more  fruits 
and  vegetables. 

An  unexpected  outcome  as  a  result  of  high  faculty 
interest,  was  the  initiation  of  a  walking  program 
for  teachers  which  included  a  30  minute  walking 
program  before  and  after  school  and  aerobics 
classes. 


As  funding  was  limited  to  one  year,  the  program 
will  not  be  continued  for  a  second  year  in  its 
entirety. 


THE  MASSACHUSETTS  OSTEOPOROSIS 

AWARENESS  PROGRAM: 

A  Message 

to  Build  Strong  Bones 

in  the  Teen  Years 

by  Jeanne  Marie  DeCiacomo 

Osteoporosis,  or  porous  bones,  is  usually  thought 
of  as  a  geriatric  disease,  so  what  bearing  does  it 
have  on  school  age  children?  The  truth  is 
osteoporosis  can  be  considered  a  pediatric 
condition,  because  it  begins  during  the  bone 
building.  During  the  teen  years,  almost  half  of  the 
adult  skeleton  is  developed,  as  bones  grow  and 
acquire  mass.  Bodies  are  continuously  breaking 
down  and  rebuilding  bone  mass.  That  is  why  a 
calcium  rich  diet,  Vitamin  D  and  exercise  are  so 
important  at  this  period  in  life.  Acquiring  optimal 
bone  density  in  teenage  years  helps  protect  the 
body  from  excessive  bone  loss  in  maturity,  when 
bone  loss  tends  to  accelerate.  When  osteoporosis 
occurs,  it  usually  goes  unsuspected  until  a  bone 
breaks  later  in  life. 

During  the  years  the  skeleton  is  forming,  children 
and  adolescents  face  health  practices  and  issues 
which  can  have  a  negative  impact  on  their  bone 
building  process.  Some  of  these  practices  and 
issues  include:  skipping  meals,  high  fat  diets, 
eating  disorders,  fad  diets,  poor  body  image,  lack 
of  exercise,  tobacco  use,  and  influence  from  the 
media,  family  and  friends.  Eighty  percent  of  the 
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25  million  Americans  who  suffer  from 
osteoporosis  in  later  life  a  e  women:  early 
intervention  through  development  of  healthy 
lifestyle  practices  can  have  a  dramatic  impact, 
helping  reduce  the  risk  of  osteoporosis  and  other 
health  issues  in  the  future. 

To  address  osteoporosis  during  the  adolescent 
years,  the  Osteoporosis  Awareness  Program  of  the 
Massachusetts  Department  of  Public  Health,  with 
funding  from  the  Centers  for  Disease  Control  and 
Prevention,  sponsors  a  series  of  activities  for  9th 
grade  students  in  35  Massachusetts  schools. 

These  activities  include  a  theater  presentation  "This 
is  Your  Life!"  which  addresses  these  major  health 
concerns,  and  promotes  the  prevention  of 
osteoporosis.  The  performance  is  an  entertaining, 
interactive,  humorous  and  thought  provoking  show 
which  helps  teenagers  see  through  the  messages 
they  receive  from  both  the  me  iia  and  those  around 
them,  in  order  to  make  choices  that  promote  their 
own  physical,  emotional  and  mental  health.  The 
performance  is  followed-up  by  a  workshop.  As 
part  of  the  workshop,  students  develop  an  eating 
and  exercise  plan  tailored  to  their  individualized 
lifestyles.  Relevant  school  faculty  members  such  as 
the  schools'  health  educators,  nurses,  physical 
education  teachers,  food  service  staff  and  guidance 
counselors  receive  training  and  are  given  an 
activity  guide  This  guide  helps  students  and  staff 
to  develop  the  critical  decision  making  skills  they 
need  to  make  their  choices  healthy  ones... all  in  a 
spirit  of  fun  and  celebration. 

Massachusetts  is  the  first  state  in  the  country  to 
reach  out  with  public  education  programs  to 
prevent  osteoporosis,  and  this  intervention  program 
for  adolescents  is  the  first  in  the  country  geared 
specifically  to  the  needs,  problems  and  special 
risks  of  teenagers.  The  production  addresses  the 
major  health  concerns  affecting  today's  teenagers 
regarding  nutrition,  fitness,  self-esteem,  body 
image,  tobacco  and  eating  disorder  prevention. 

Any  interested  school  can  implement  the  "This  is 
Your  Life"  performance  by  calling  Barbara  Storper 
of  "FOODPLAY"  at  (413)  585-8400  or  Jeanne 
Marie  DeGiacomo,  Osteoporosis  Coordinator, 
Massachusetts  Department  of  Public  Health,  (617) 


727-9283. 


SPORTS  NUTRITION  WORKSHOPS 

by;  Jan  M.  Kfldahl,  R.D. 


.Protein  drinks.  Carbo  loading  Electrlyte  drinks. 
Iron  pills.  Fasting.  Confused?  The  media's  spin 
on  sports  nutrition  complicates  the  already 
complex  subject  of  nutrition.  Focusing  on  sports 
nutrition  in  the  high  school  setting  can  help 
teenage  athletes  make  sense  of  their  nutritional 
needs  by  linking  better  food  choices  to  better 
performances.  Kids  need  help  sifting  through  the 
common  misconceptions  about  nutrient 
supplementation,  weight  control  techniques  and 
special  dietary  patterns  which  can  jeopardize  their 
health  instead  of  enhancing  it.  Sound  nutrition 
advice  for  young  athletes  can  have  a  positive 
impact  on  current  and  long  term  health,  growth, 
and  development  as  well.  When  not  trying  to  sell 
a  product  or  push  a  youngster  too  far,  sports 
nutrition  helps  kids  avoid  iron  deficiency  anemia, 
obesity,  osteoporosis,  heart  disease,  high  blood 
pressure  and  eating  disorders  among  other 
conditions. 

At  the  Cambridge  Rindge  and  Latin  School 
(CRLS),  the  school  based  health  center,  Teen 
Health  Center,  conducts  three  series  of  sports 
physicals  each  year.  While  the  athletes  are  waiting 
to  be  seen  by  a  medical  provider,  mini  workshops 
are  presented  addressing  a  variety  of  health  topics 
including  nutrition.  Food  is  always  available  since 
the  event  is  scheduled  after  school  during  a 
primary  snack  time. 

The  nutrition  workshops  utilize  audiovisual  and 
printed  materials  with  the  theme  varying  from 
season  to  season.  In  the  fall,  the  football  players 
are  more  interested  in  "bulking  up"  and  the  soccer 
players  want  to  maintain  body  weight  while  in  the 
winter  wrestlers  may  be  thinking  about  fasting  to 
"make  weight".  The  snack  foods  are  provided  by 
a  local  food  pantry  which  highlights  the  pantry  as 
a  community  food  resource.  The  foods  are  chosen 
by  the  nutritionist  to  emphasize  particular  food 
choices  like  low  fat,  high  fiber,  iron  rich  cereals. 


15 


The  medical  providers  including  the  school  nurse, 
pediatricians,  nurse  practitioner,  nutritionist  and 
counselors  all  work  together  to  make  these 
required  sports  physicals  convenient,  accessible, 
educational  and  fun.  The  coaches  and  trainers  are 
also  included  in  the  planning  and  implementation 
processes  so  all  the  "players"  are  working  toward 
the  same  goal.  In  addition  to  paying  attention  to 
collaboration  in  planning,  each  series  is  evaluated 
for  improvement.  As  a  result  of  these  events, 
many  of  the  students  feel  free  to  come  back  (and 
often  do!)  with  questions  about  nutrition  and  other 
concerns.  The  sports  physicals  also  identify 
underlying  medical  problems  which  require  follow- 
up.  Coming  to  see  the  nutritionist  for  medical 
nutrition  therapy  when  needed  is  less  intimidating 
when  the  students  have  already  been  exposed  to 
sports  nutrition  topics  at  the  workshops. 

The  sports  physicals  have  evolved  into  a  health 
forum  for  athletes,  stemming  from  a  desire  to  meet 
the  kids'  needs  where  the  kids  are.  A  similar 
vision  to  expand  the  message  of  activity  and 
nutrition  beyond  competitive  athletes  has  spawned 
programs  in  the  cafeteria.  "Eat,  Move  and  Breath" 
is  the  slogan  at  CRLS  promoting  healthier  eating, 
activity,  and  smoke-free  lifestyles.  Everyone 
throughout  the  school  and  health  center  is 
supportive  of  efforts  to  promote  these  tenets. 


A  MODEL  FOR  NUTRITION 

IN  COMPREHENSIVE 

SCHOOL-BASED  HEALTH  PROGRAMS 

by  Maria 

BetteBCOUi* 

It  is  well  established  that  children  need  to  eat  a 
variety  of  nutrient  rich  foods  and  calories  for 
optimal  growth  and  development.  More  recently, 
research  has  demonstrated  that  dietary  practices 
throughout  childhood  can  impact  one's  health  later 
in  life.  In  particular,  a  diet  high  in  fat,  saturated 
fat,  salt  and  sugar  can  lead  to  chronic  illnesses 
such  as  heart  disease,  cancer  and  diabetes. 

Schools  are  in  a  position  to  play  an  important  role 
in  promoting  healthy  eating  patterns  to  children 
that  they  can  carry  throughout  their  adult  life.  The 
American  Dietetic  Association  (ADA),  Society  for 
Nutrition  Education  (SNE),  and  American  School 


Food  Service  Association  (ASFSA)  have 
collaboratively  developed  recommendations  for 
school-based  nutrition  programs  and  services. 
Components  include:  nutrition  education  in  the 
classroom  and  in  the  school  environment;  school 
meals  programs  and  school  health  services. 

Triton  Regional  School  District 
The  K-12  health  coordinator  and  the  school  nurses 
from  the  four  schools  in  the  district  were  interested 
in  integrating  a  nutrition  component  into  the 
schools'  comprehensive  health  programs  and 
services.  In  1993  the  Triton  Regional  School 
District  was  awarded  an  "Enhanced  School  Health 
Services"  grant  contract  from  the  Massachusetts 
Department  of  Public  Health.  Funds  from  this 
grant  were  utilized  to  support  the  integration  of  a 
nutrition  component  into  the  District's 
comprehensive  health  program. 

Utilizing  the  ADA/SNE/ASFS  recommendations 
as  a  guide,  a  multifaceted  approach  was  developed 
to  integrate  nutrition  into  the  District's 
comprehensive  health  program.  A  linkage  with 
Anna  Jaques  Hospital,  the  primary  care  provider 
site  for  the  Triton  Regional  School  District,  was 
established  and  the  outpatient  dietitian  was  invited 
to  be  part  of  the  implementation  team  which 
included  administrators,  school  faculty  as  well  as 
other  staff  who  provided  input  throughout  the 
process.  Team  meetings  and  the  health  advisory 
committee  helped  to  ensure  open  communication 
and  support  for  the  program. 

A  summary  of  the  Triton  Regional  School  District 
nutrition  component  is  provided  below  under  the 
following  headings:  1)  comprehensive  nutrition 
education,  2)  a  nutritionally  supportive  school 
environment,  3)  parent  and  community 
involvement,  and  4)  provision  of  nutrition 
screening,  counseling  and  referral  as  part  of  school 
health  services: 

Comprehensive  Nutrition  Education 

Comprehensive  nutrition  education  is  integrated 
into  a  preK-12  school  health  curriculum  utilizing 
the  appropriate  grade  level  of  the  "Growing 
Healthy"  curriculum  and  using  the  "Body 
Systems"  approach.  A  registered  dietitian  from 
Anna  Jaques  conducts  classroom  presentations  on 
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the  various  nutrition  topics.  Supportive  teaching 
tools  from  the  New  Englard  Dairy  and  Food 
Council,  American  Cancer  Society,  American 
Heart  Association,  and  the  American  Dietetic 
Association  were  identified  and  incorporated  into 
nutrition  education  activities.  Examples  of  the 
tools  selected  include:  "Early  Start  to  Good 
Health",  "Smart  Moves",  "Changing  the  Course", 
and  "Heart  Treasure  Chest". 

Pamphlets,  stickers,  posters,  printed  materials, 
videos,  and  relevant  software  are  all  used  to 
reinforce  nutrition  messages  presented  in  the 
classroom.  In  addition,  outside  performing  groups 
are  invited  to  present  on  special  subjects  such  as 
nutrition  for  sports  and  osteoporosis  prevention. 

Nutritionally  Supportive  School  Environment 

Program  planning  is  ongoing  at  two  levels. 
Principals,  school  nurses,  cafeteria  supervisors  and 
classroom  teachers  are  involved  in  planning  on-site 
programs,  services  and  activities.  The 
superintendent,  school  committee,  comprehensive 
health  education  &  human  services  advisory 
committee,  school  business  administrator,  and  the 
K-12  health  coordinator  plan  district- wide 
programs  and  services. 

The  Triton  Regional  School  District  offers  a 
variety  of  professional  development  programs  for 
staff  and  faculty.  Examples  of  programs  offered 
include:  a  graduate  course  entitled,  "Current  Issues 
in  Nutrition";  sponsorship  of  the  regional 
"Changing  the  Course",  an  American  Cancer 
Society  Workshop  for  Cafeteria  Supervisors  in 
North  Essex  County  public  school  districts;  and  the 
Triton  Regional  School  District  Health  Promotion 
Pilot  Mentor  Grant  regional  conference: 
"Upcoming  Changes  in  School  Lunch  Programs  & 
Integration  with  Pre  K-12  Nutrition  Education" 
which  was  offered  as  part  of  l  greater  northeastern 
Massachusetts  public  school  districts  program. 

A  summary  and  analysis  of  school  lunch  programs, 
Phase  1  (June  1994)  of  the  "School  Lunch 
Program  Revision  and  Enhancement  Project",  was 
conducted  by  the  Anna  Jaques  Hospital  Food  and 
Nutrition  Services  Department.  All  students  were 
surveyed  and  asked  for  information  on  food 
preferences,  eating  patterns  and  nutrition  needs. 


Three  student  surveys  were  prepared  by  grade 
level  1-3,  4-6  and  7-12.  In  addition,  a  separate 
survey  was  prepared  for  all  school  staff.  The 
project  was  initiated  for  several  reasons,  including: 

1 .  changes  in  the  USDA  dietary  guidelines  which 
recommend  utilizing  the  new  "Food  Guide 
Pyramid"  as  a  tool. 

2.  national  objectives  for  school  meals  to  comply 
with  Dietary  Guidelines  for  Americans. 

3.  the  opportunity  to  standardize  menu  planning 
and  bulk  purchasing  supported  by  the  July,  1 994 
regionalization  of  the  Triton  Regional  School 
District  and  its  four  school  lunch  programs. 

4.  interest  in  and  support  of  each  cafeteria 
manager,  principal,  school  nurse,  and  school 
business  administrator  to  work  on  the 
collaborative  effort  the  Anna  Jaques  Hospital 
Nutrition  Services  Department. 

Cafeteria  Supervisors  have  been  provided  with  and 
received  training  on  menu  selection  software. 
Other  materials  currently  being  developed  include 
counseling  and  referral  follow-up  materials. 

Parent  and  Community  Involvement 

"Feeding  your  Family  Fit  Foods  in  Fast  Times", 
and  "Healthy  Nutrition  for  Your  Preschooler"  are 
examples  of  parent  education  programming 
offered.  Community  involvement  has  included 
coordination  between  the  school  district  and  the 
Anna  Jaques  Hospital  Food  &  Nutrition  Services 
Department  to  implement  and  evaluate  the  school 
lunch  survey  project  and  resource  sharing  with  key 
nutrition  agencies  such  as  the  Massachusetts 
Department  of  Public  Health.  Massachusetts 
Department  of  Education,  Mass  Medical  Society, 
New  England  Dairy  &  Food  Council,  American 
Cancer  Society,  American  Heart  Association, 
American  Dietetic  Association,  and  the  American 
School  Food  Service  Association. 

Nutrition  Screening,  Counseling  &  Referral  as 
Part  of  School  Health  Services 

A  registered  dietitian  was  hired  to  participate  in 
planning  for  and  providing  on-site  individual/group 
screening,  counseling  and  referral  services  in 
elementary  and  secondary  schools.  She  is  also 
available  as  an  on-site  resource  for  educators  and 
provides  support  for  the  integration  of  nutrition 
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into  school  curricula.  The  registered  dietitian  is  an 
integral  member  of  the  school  health  advisory 
team. 


PREVENTION  AND  EATING 
DISORDERS 

By  Rebecca  Ma  nicy,  MS 


Why  is  it  that  today  we  have  preschoolers  worried 
about  how  they  look  in  their  bathing  suits?  Or  we 
have  nine  and  ten  year  old  boys  upset  because  they 
feel  their  bodies  aren't  as  muscular  as  their 
favorite  action  hero?  In  a  recent  study  of  300 
children  conducted  by  Children's  Hospital  Medical 
Center  of  Cincinnati,  29  percent  of  third  grade 
boys  and  39  percent  of  third  grade  girls  said  they 
had  dieted;  60  percent  of  sixth  grade  girls  and  3 1 
percent  of  sixth  grade  boys  reported  trying  to  lose 
weight.  The  February  1995  edition  of  LIFE 
Magazine  stated  that  a  recent  national  study 
showed  that  60  percent  of  fourth-grade  girls  were 
already  dieting.  Much  of  this  preoccupation  with 
weight  has  its  origin  in  our  cultural  environment 
which  places  a  great  value  on  appearance,  weight 
control  and  dieting,  and  conveys  that  being  thin  is 
the  key  to  success. 

There  is  an  extraordinary  need  for  eating  disorder 
prevention  program  in  our  schools,  businesses  and 
day  care  centers.  Education  needs  to  start  early  to 
counteract  the  powerful  messages  which  enforce 
the  behavior  and  thinking  of  our  young  people.  If 
we  can  teach  our  children  to  focus  on  inner 
qualities  rather  than  external  features,  we  can 
promote  the  acceptance  of  diversity  of  body  types 
and  help  young  people  to  feel  good  about 
themselves  regardless  of  their  shape  or  size.  By 
helping  our  children  nurture  their  self-esteem  we 
can  better  equip  them  to  withstand  the  pressure  to 
be  thin  and  obtain  a  certain  image. 

There  are  a  number  of  ways  institutions  can  begin 
to  address  the  issue  of  eating  disorders;  any  one  of 
which  is  a  great  start. 

1.  Create  a  resource  area  which  includes  basic 
information  on  eating  disorders  and  nutrition 
as  well  as  a  referral  directory  of  where 
professional  help  is  available. 


2.  Form  a  committee  to  hold  workshops  for  parent 
and  faculty  to  educate  them  as  to  the  warning 
signs,  causes  (include  society's  cultural 
obsession  with  thinness),  ways  to  increase  self- 
esteem,  consequences  of  starving  the  body, 
what  to  do  if  you  suspect  a  child  has  an  eating 
disorder,  types  of  treatment  as  well  a  basic 
nutritional  education  and  reasons  why  diets 
don 't  work. 

3.  Form  an  eating  disorders  or  body  image 
support  group  so  that  teens  can  discuss  the 
pressures  to  be  thin  and  look  a  certain  way. 

4.  Create  a  "Peer  Training  Program"  to  create  a 
feeling  of  unity  among  students. 

5.  Hold  workshops  for  coaches  and  physical 
education  instructors  so  they  are  educated  on 
the  dangers  oj  dieting  and  low  body  fat 
percentage,  as  well  as  the  regulation  of  body 
weight  and  ways  to  handle  the  eating  disordered 
athlete. 

6.  Work  with  the  school  committee  to  incorporate 
snack  times  during  the  school  day  and  to  make 
sure  children  have  adequate  time  to  eat. 

7.  Promote  the  diversity  of  body  types.  Educate 
children  as  to  the  prejudices  against  being 
overweight  and  that  genetically  we  are  all  born 
different  shapes  and  sizes. 

WHAT  IS  MEDA? 

The  Massachusetts  Eating  Disorder  Association, 
Inc.  is  a  non-profit  organization  with  offices  in 
Brookline,  -Quincy  and  Peabody.  MEDA  is 
committed  to  alleviating  the  problems  of  anorexia, 
bulimia  and  compulsive  overeating.  MEDA's 
mission  is  to  prevent  the  continuing  spread  of 
eating  disorders  among  our  youth  through 
educational  awareness  and  early  detection.  The 
Massachusetts  Eating  Disorder  Association  works 
as  a  partner  to  schools  and  businesses  so  they  can 
effectively  work  towards  the  prevention  of  eating 
disorders.  MEDA  provides  ten  week  class  entitled 
"Body  Confidence"  and  a  class  for  younger 
audiences  entitled  "Kiddy  Confidence".  Both 
programs  can  easily  be  incorporated  into  any 
school's  curriculum  and  tailored  to  meet  the  needs 
of  each  individual  school.  In  these  classes  children 
will  learn  about  hunger,  eating  disorders,  dieting, 
osteoporosis,  the  media  and  advertising,  and 
nutrition.  By  starting  early  to  address  the  issues  of 
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body  image,  self-esteem,  and  the  dangers  of  eating 
disorders,  we  can  have  an  i  npact  on  how  our 
young  people  feel  about  themselves,  their  bodies 
and  their  eating  behavior.  By  providing  a  forum 
to  talk  about  these  important  issues,  we  can 
address  the  pressures  on  today's  youth  and 
prevent  the  spread  of  eating  disorders. 

For  Additional  Information: 

Resources  Available  to  Schools: 

MASSACHUSETTS  EATING  DISORDER  ASSOCIATION, 
INC.,  1162  Beacon  St.,  Brookline,  MA  02146,  (617)  738- 
MEDA 

OFFICES  ALSO  IN  QUINCY  AND  PEABODY 

EATING  DISORDERS  AWARENESS  AND  PREVENTION 
(EDAP),  603  Stewart  St.,  Suite  803,  Seattle,  WA  98101, 
(206)  382-3587 


IF  YOU  SUSPECT  SOMEONE 

HAS  AN  EATING  DISORDER 

by  Rebecca  ManJey,  MS 

Quick  Tips 

What  to  Do 


•  Tell  your  friend  that  you  are  concerned  and  that 
you  care  about  her/his  well  being. 

•  Encourage  her/him  to  talk  to  a  counselor  or 
therapist.  Remember,  you're  a  friend,  not  a 
psychologist.  You  cannot  solve  the  problem. 

•  Try  to  get  her/him  to  talk  about  her/his  feelings. 
This  will  prevent  the  feelings  from  being 
"bottled  up". 

•  Get  support  and  educate  yourself.  It  is 
important  to  have  a  support  network  as  well  as 
education  in  the  area  of  eating  disorders. 

•  Be  positive,  people  do  recover  from  eating 
disorders. 


What  Not  to  Do 

•  Don't  focus  on  weight,  food  or  exercise  when 
talking  to  your  friend.  This  may  be  her/his 
focus,  but  it  does  not  have  to  be  yours. 
Remember...  these  are  only  symptoms  of  the 
problem  -  not  the  problem. 

•  Don't  lay  guilt  trips,  for  example,  "Why  are  you 
doing  this  to  your  family,  me,  etc."  She/he  feels 
badly  enough  as  it  is.  Also,  she/he  is  not 
responsible  for  your  emotions,  only  you  are 
responsible  for  those. 

•  Don't  treat  your  friend  as  though  she/he  has  a 
handicap.  It  will  help  if  you  treat  her/him  as 
normal  as  possible.  Remember,  they  are  more 
than  someone  who  is  eating  disordered,  she/he  is 
a  sister,  brother,  friend,  spouse,  etc.  The  more 
you  help  her/him  find  a  different  identity,  the 
easier  it  will  be  to  let  go  of  the  "eating  disorder" 
identity. 

•  Don't  be  afraid  to  discuss  conflicts  or  problems. 
These  areas  need  to  be  brought  out  into  the 
open,  not  hidden. 

•  Don't  blame  yourself.  Friend,  family  members 
and  spouses  do  not  cause  an  eating  disorder. 
They  can  help  in  the  recovery  process  though. 

•  Do  not  focus  on  weight  gained  or  lost.  Focus 
more  on  their  mental  state  than  physical  state. 
If  you  say,  "you  look  thin",  you  are  focussing  on 
her/his  appearance  and  "feeding"  into  the 
behavior.  Don't  ever  say  "you  look  healthy", 
she/he  will  think  she/he  looks  fat. 

•  Don't  focus  on  achievements,  i.e.  grades, 
sporting  events,  promotions.  Instead,  talk  about 
her/his  inner  qualities  and  strengths.  Also,  talk 
about  your  own  failures  and  mistakes.  If  she/he 
sees  you  as  less  than  perfect,  she/he  won't  feel 
so  strongly  about  her/his  own  imperfections. 
Again,  model,  model,  model.  Be  good  to 
yourself  and  she/he  will  see  that  it  is  possible. 
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CHILDREN  WITH  SPECIAL  HEALTH 
CARE  NEEDS: 
Translating  Mandates  into  Services 

by  Cfeeri  White 


During  the  early  1970's  there  was  an  increased 
emphasis  on  the  importance  of  equal  educational 
opportunities  for  children  with  disabilities. 
Educational  opportunities  included  benefits  such  as 
school  meals.  Since  then,  two  Acts  have  been 
passed  concerning  rights  of  persons  with 
disabilities:  1)  the  Individuals  with  Disabilities 
Education  Act  (IDEA)  and  2)  the  American  with 
Disabilities  Act  (ADA). 


comprehensive  law  which  broadens  and  extends 
civil  rights  protection  for  all  Americans  with 
disabilities.  A  child  with  a  "disability"  under  this 
Act  means  one  who  has  a  physical  or  mental 
impairment  which  substantially  limits  one  or  more 
major  life  activity,  has  a  record  of  such 
impairment,  or  is  regarded  as  having  such  an 
impairment.  "Physical  or  mental  impairment"  is 
further  defined  by  the  below  diseases/conditions 
listed  in  Figure  4:  (Note:  This  list  is  not  all 
inclusive;  there  may  be  other  diseases  or  conditions 
not  listed  that  affect  major  life  activities  defined 
as,  caring  for  oneself,  eating,  performing  manual 
tasks,  walking,  seeing,  hearing,  speaking, 
breathing,  learning,  and  working.) 


What  is  IDEA? 

IDEA  requires  that  a  free  and  appropriate  public 
education  be  provided  for  children  with  disabilities 
aged  3  through  21.  Under  this  Act,  "disability" 
refers  to  specific  mental,  physical,  emotional  or 
sensory  impairments  which  adversely  affect  a 
child's  educational  performance.  The  disability 
categories  recognized  by  IDEA  are  outlined  in 
Figure  3. 


Figure  3. 

IDEA  Recognized  Disability  Categories 


auusm 

deaf-blindness 
deafness  or  other  hearing 
impairments 

•  mental  retardation 

•  serious  chronic  or  acute  health 
problems  such  as  a  heart  condition, 
epilepsy,  or  tuberculosis 

•  blindness  or  a  visual  impairment  which 
adversely  affects  a  child's  educational 
performance 


serious  emotional 
disturbance 

specific  learning  disabilities 
speech  or  language 
impairments 
traumatic  brain  injury 


A  child  with  a  disability  covered  under  IDEA 
carries  an  Individualized  Educational  Plan  (IEP). 
Special  nutrition  services,  when  needed,  are 
included  on  the  child's  IEP.  School  officials  must 
make  sure  that  school  food  service  staff  are  aware 
of  and  include  these  services  in  the  child's  care 
plan. 

What  is  the  ADA? 

The  Americans  with  Disabilities  Act  (ADA),  is  a 


Figure  4. 

ADA  Recognized  Diseases/Conditions 

•  orthopedic,  visual,  speech, 

•  multiple  sclerosis 

and  hearing  impairments 

•  cancer 

•  cerebral  palsy 

•  heart  disease 

•  epilepsy 

•  mental  retardation 

•  muscular  dystrophy 

•  emotional  illness 

•  metabolic  diseases,  such  as 

•  drug  addiction  and 

diabetes  or  phenylketonuria  (PKU) 

alcoholism 

•  food  anaphylaxis  (severe  food  allergy) 

Who  is  responsible  for  meeting  the  child's  dietary 
needs  and  who  falls  under  these  two  Acts? 
There  are  two  areas  of  responsibility  that  schools 
have  with  respect  to  meeting  dietary  needs: 

The  School's  Responsibility  All  federally  funded 
schools  must  accommodate  children  with 
disabilities  as  defined  by  the  Acts  above.  This 
includes  all  private  and  parochial  schools 
participating  in  the  federally  funded  Child 
Nutrition  Programs.  Schools  must  ensure  that  both 
facilities  and  personnel  are  adequate  and  trained  to 
provide  services  for  these  children.  Schools  should 
note: 

1.  It  is  the  responsibility  of  the  food  service  to 
provide  the  food  necessary  for  the  disabled 
child,. but  it  is  not  the  specific  responsibility  of 
the  food  service  staff  to  feed  the  child  or  alter 
prescriptions. 

2.  If  questions  about  the  prescription  should 
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occur,  the  child's  phys  can  or  registered 
dietitian  should  be  consulted. 

The  School  Food  Service  Responsibility  The 
school  food  service  is  responsible  for  ensuring  that 
meals  are  made  available  to  all  children.  This 
includes  supplying  food  substitutions  for  children 
with  disabilities  at  no  extra  cost  to  the  families  and 
claimed  in  the  reimbursement  category  in  which 
they  fall,  i.e.  free,  reduced  and  paid.  Three  things 
must  be  noted: 

1.  All  substitutions  made  for  children  with 
disabilities  must  be  based  on  a  prescription 
written  by  a  licensed  physician.  Under  no 
circumstances  are  school  food  service  staff  to 
revise  or  change  a  prescription. 

2.  Even  though  the  school  is  required  to  make 
substitutions  for  children  \  ith  disabilities  who 
fall  into  the  two  above  Acts,  it  is  not  required, 
but  is  encouraged  to  provide  substitutions  or 
accommodations,  on  an  individual  basis,  for 
other  children  with  medically  certified  special 
nutritional  needs.  These  other  special  dietary 
needs  must  also  be  based  on  a  medical 
statement  by  a  medical  authority  or  health 
professional,  such  as  a  registered  dietitian. 

3.  It  is  the  responsibility  of  the  food  service  to 
purchase  the  necessary  foods  and  equipment  for 
feeding  disabled  children.  Additional  funding 
sources  may  be  available.  Any  additional 
funding  received  by  the  school  food  service  for 
food  and  special  equipment  must  accrue  to  the 
nonprofit  school  food  service  account.  Please 
call  the  Department  of  Education  for  possible 
sources  of  additional  funding. 

What  support  is  available  to  Schools? 
In  February  of  1994,  the  Board  of  Education  and 
the  Commissioner  of  the  Department  of  Education 
reaffirmed  their  commitment  to  feeding  children 
with  special  needs.  In  doing  so,  the  Department 
began  work  towards  the  development  of  a  special 
dietary  needs  guidance  manual  for  Child  Nutrition 
Programs  in  the  state  of  Massachusetts. 
Notification  of  the  manual's  completion  will  be 
mailed  to  all  programs  in  the  future. 


For  additional  information  regarding  any  of  the 
above  issues  please  call  Cheri  White  at  the 
Massachusetts  Department  of  Education,  (617) 
388-3300  x482. 


NUTRITION 

AND  ORAL  HEALTH 

by  Carole  Roy 

Good  nutrition,  good  oral  health,  the  use  of 
fluorides  and  sealants  are  all  essential  in  the 
prevention  of  dental  caries  (cavities)  in  all  phases 
of  development  and  growth.  Teeth  and  gingiva 
(gums)  need  the  same  nutrition  as  the  rest  of  the 
body.  The  effects  of  caries  are  cumulative  and 
irreversible.  By  age  1 7  more  than  80%  of  children 
have  experienced  some  dental  caries. 

What  are  primary  teeth  and  why  are  they 
important? 

Primary  teeth  are  the  first  set  of  teeth  that  begin 
erupting  at  6-10  months.  Children  are  not  born 
with  "bad  teeth".  Primary  teeth  are  important  for 
proper  chewing  and  speaking  clearly.  Back  teeth 
are  especially  important  for  maintaining  space  for 
permanent  teeth.  As  children  grow,  primary  teeth 
appear  to  separate,  which  is  normal. 

How  should  primary  teeth  be  maintained? 

Primary  teeth  should  be  cleaned  as  soon  as  they 
appear  by  using  a  soft  child  size  brush. 

What  is  baby  bottle  tooth  decay  (BBTD)? 

BBTD  is  severe  caries  on  many  teeth  at  once  in 
young  children.  BBTD  is  a  common  occurrence  in 
some  babies  and  young  children  who  go  to  sleep 
with  a  bottle  of  formula,  milk,  juice  or  any 
sweetened  liquid.  These  liquids  all  contain  various 
forms  of  sugar  and  dental  caries  occur  because  the 
teeth  are  bathed  all  night  with  sugar.  If  a  child 
must  go  to  bed  with  a  bottle,  fill  it  with 
unsweetened  water. 

How  do  dental  caries  occur? 

For  caries  to  occur  it  takes  3  things:  (a)  a 
susceptible  tooth,  (b)  carbohydrates  (sugar  and 
starch),  and  (3)  plaque.  Plaque  is  a  colorless 
substance  that  sticks  to  teeth  and  holds  the  sugars 
or  starches  on  the  teeth,  converting  them  into 
acids.    Saliva  rinses  acids  away. 
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Tooth  +  Bacterial  Plaque  +  Sugar  =  Acid  =  Decay 

If  sweets  are  eaten  many  times  a  day,  acid 
production  may  be  continuous. 

How  can  the  acid  attack  be  prevented? 

•  Brush  and  floss  often  -  that  gets  rid  of  the  plaque. 

•  Control  the  amount  and  kinds  of  sweets  dfen  -  that 
gives  the  plaque  less  to  convert  to  acid.  If  it  is  a 
sticky  sweet  it  stays  around  longer  so  liquid  and 
non-sticky  sweets  should  be  encouraged. 

•  Restrict  sweets  to  meal  times  (desserts)  -  there 
is  more  saliva  to  rinse  away  the  acid. 

•  Increase  consumption  of  fibrous  foods  to  help 
increase  saliva  flow  that  eliminates  some  of  the 
plaque  i.e.  celery,  carrot  sticks. 

What  kinds  of  foods  are  healthy  choices  for 
snacking? 

Popcorn,  cheese,  fruits,  except  dried  fruits  like  raisins 
and  nuts,  are  all  good  choices  because  they  don't 
contain  lots  of  sugar.  Candy,  cookies  and  soda  are  all 
causes  of  tooth  decay  because  of  their  high  sugar 
content. 

What  is  fluoride? 

Fluoride  is  a  trace  nutrient  found  naturally  in  most 
food,  water,  rocks  and  soil,  as  well  as  in  certain  body 
tissues. 

What  does  fluoride  do? 

Fluoride's  specific  function  is  to  help  the  teeth  resist 
decay,  i.e.  make  teeth  less  susceptible  to  acid  attack  and 
may  help  to  reverse  the  caries  process  in  early  stages. 
Therefore  it  is  beneficial  when  the  teeth  are  forming  as 
well  as  after  teeth  have  erupted. 

How  do  you  get  fluoride? 

Community  water  fluoridation  is  the  most  effective  way 
to  obtain  fluoride.  A  very  low  amount  of  fluoride  is 
added  to  adjust  natural  fluoride  levels  to  one  part 
fluoride  per  million  parts  water.  If  fluoridated  water  is 
used  from  birth,  studies  have  shown  that  decay  is 
reduced  between  50-60%. 

What  is  the  school  based  fluoride  program? 

It  is  a  weekly  topical  application  of  fluoride,  that  the 


school  children  use  as  a  "swish  and  spit"  program 
during  the  school  year. 

How  effective  is  the  school  based  mouthrinse 
program? 

Studies  have  shown  that  caries  are  reduced  between  20- 
40%. 

What  are  other  ways  fluoride  can  be  obtained? 

Fluoride  is  available  in  toothpastes,  mouthrinses  and 
from  dental  offices.  These  are  all  topical  approaches. 
Tablets  or  drops  are  available  for  babies  and  young 
children  when  teeth  are  developing  if  they  live  in  areas 
where  the  water  supply  is  not  fluoridated. 

What  are  dental  sealants? 

Sealants  are  thin  plastic  coatings  that  cover  and  protect 
the  chewing  surfaces  of  back  teeth  and  molars.  They 
are  most  effective  when  applied  shortly  after  the  teeth 
erupt  and  prevent  bacteria  from  entering  the  natural  pits 
and  grooves  on  teeth.  Sealants  must  be  maintained  by 
regular  dental  check-ups. 

How  may  I  obtain  more  information  on  the  school 
based  program? 

Massachusetts  Department  of  Public  Health 
Office  of  Oral  Health 
Tel:  (617)  727-0732 


SCHOOL-BASED  HEALTH  CENTER 
UPDATE 

by  Anne  DeMatteis 


SCHOOL-BASED  HEALTH  CENTER 
COALITION 

iSchool-based  health  center  meetings  were  held  in 
March,  May  and  July.  Participants  from  30  school 
sites  have  successfully  defined  themselves  as  a 
coalition.  Members  have  been  working  together 
on  projects  addressing  the  topics  of  reimbursement, 
evaluation/research/marketing  and  successful 
administrative  and  clinical  strategies.  The  next  all 
day  meeting  is  scheduled  for  Thursday,  October 
19,  1995  at  the  Keefe  Technical  High  School  in 
Framingham. 
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At  the  end  of  June,  sevei.  i  members  of  the 
Coalition  were  in  Washington  DC  for  the  first 
meeting  of  the  National  Assembly  on  School- 
Based  Health  Care.  The  group  presented  a  poster 
session  featuring  the  school-based  health  centers  of 
Massachusetts.  Their  display  was  rumored  to  be 
the  most  professional  one  there! 

School  HealthCare  ONLINE ! ! ! 
Starting  with  the  new  school  year,  the  school-based 
health  centers  funded  by  the  Department  of  Public 
Health  (DPH)  will  begin  using  a  computerized  data 
collection  system.  The  system  will  allow  the 
centers  to  maintain  updated  information  on  student 
enrollment  and  encounters.  The  program  has 
extensive  report  writing  capabilities  and  provides 
valuable  information  for  centers  to  use  in  program 
planning  and  evaluation. 

School-Based  Health  Center  Quality  Standards 
The  "final"  version  of  the  quality  standards  have 
been  distributed  to  DPH  funded  school-based 
health  centers.  The  standards  were  prepared  in 
collaboration  with  the  Division  of  Medical 
Assistance  and  school-based  health  center 
providers.  If  you  would  like  a  copy  of  the 
standards,  you  may  contact  Anne  DeMatteis  at 
(617)  727-0941. 


MODEL  SCHOOL  HEALTH 
INFORMATION  SYSTEM 

by  Sabine  Hcdberg 


The  Model  School  Health  Information  System 
(MSHIS)  received  a  two-month,  no-cost  extension 
from  the  Maternal  and  Chilu  Health  Bureau  to 
complete  project  activities.  The  data  collection 
and  submission  process  is  b^Mg  refined  as  we 
prepare  for  transmission  of  the  Uniform  Health 
Data  Set  (UHDS)  from  each  of  six  pilot 
demonstration  sites  to  the  Massachusetts 
Department  of  Public  Health  Central  Repository  in 
Boston.  The  test  UHDS  and  data  transmission 
standard  have  been  developed  in  draft  form. 
System  design  options  have  been  completed  and 
the  central  repository  is  in  place.  Six  pilot 
demonstration  sites  are  up  and  running.  Over  the 
next  four  months,  the  sites  will  be  generating 
district-wide  local  reports  and  the  feasibility  of 


UHDS  transmission  will  be  evaluated.  A 
minimum  data  sot  will  be  identified  from  the 
UHDS  for  ongoing  data  collection  purposes.  Three 
options  for  data  collection  are  currently  being 
investigated:  aggregate,  cross-sectional  and 
longitudinal.  Each  approach  allows  for  a  different 
level  of  analysis  with  concomitant  costs,  benefits 
and  drawbacks. 

Various  technologies  were  tested  during  the  data 
collection  phase  at  four  of  the  six  sites.  In 
Framingham,  hand-held  computers  were  tested  at 
one  of  the  middle  schools  for  the  collection  of 
postural  screening  data.  The  PSION  hand-held 
devices  were  used  by  nurses  and  physical 
education  staff  for  point-of-service  data  collection 
and  the  data  was  electronically  down-loaded  into 
the  software  used  by  the  school  nurses.  Everyone 
involved  felt  the  experience  to  be  a  positive  one 
and  the  district  is  investigating  the  use  of  the 
PSION  for  the  collection  of  other  mandated 
screening  information  (e.g.,  heights/ weights, 
vision/hearing).  Three  pilot  sites  are  testing  the  use 
of  scannable  surveys  in  the  collection  of  specific 
elements  contained  within  the  UHDS. 

The  Confidentiality  of  School  Health  Records 
Committee  chaired  by  Sally  Fogerty,  Bureau 
Deputy  Director,  was  established  in  May  to 
address  the  complex  implementation  issues  of 
confidentiality,  data  security  and  reporting.  The 
Committee  has  programmatic  and  legal 
representatives  of  three  state  agencies 
(Massachusetts  Department  of  Public  Health, 
Massachusetts  Department  of  Education, 
Medicaid)  as  well  as  individuals  from  the 
Massachusetts  School  Nurses  Organization, 
Superintendents  Association,  Parent,  Teacher. 
Student  Association,  Computer  Using  Educators 
Association,  Teachers  Association,  Association  of 
School  Committees  and  others.  The  Committee 
will  be  developing  reporting  guidelines  which 
specifically  address  who  will  have  access  to  the 
data  and  under  what  circumstances  as  well  as  how 
the  data  will  be  used.  Initial  meetings  were  held 
on  May  18,  June  22  and  August  15.  The  next 
meeting  of  the  Committee  will  be  held  on 
September  22nd  in  Framingham.  Meeting 
summary  reports  are  available  from  the  MSHIS 
office.     Topics  of  discussion  thus  far  include 
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clarification  of  the  newly  promulgated  Student 
Records  Regulations  issued  by  the  Department  of 
Education,  the  development  of  standard  definitions, 
definition  of  a  traditional  school  health  record  as 
well  as  a  model  health  transfer  record  and 
safeguards  and  security  issues  for  automated  and 
non-automated  systems. 

Pilot  site-specific  implementation  plans  are  under 
development  and  the  feasibility  of  test  data 
transmissions  from  pilot  site  districts  to  the  MDPH 
Central  Repository  is  being  evaluated  along  with 
the  level  of  analysis  and  reporting  of  prototype 
data.  A  funding  search  is  currently  underway  and 
depending  upon  the  level  of  support  received,  it 
may  be  possible  to  expand  the  number  of  pilot  site 
locations  in  addition  to  continuing  to  refine  the 
systems  at  the  original  six  sites.  For  background 
information  on  each  of  the  six  test  sites,  please 
refer  to  the  Winter  94/95  edition  of  News  in 
School  Health. 

For  more  specific  project  information,  please  call 
Sabine  M.  Hedberg,  Project  Director  at  (617)  727- 
0941  or  sabinef2)world. std.com. 


VISION  AND  HEARING  SCREENING 

by  Tern  Comcrford 


Massachusetts  Department  of  Public  Health 
currently  supports  vision  and  hearing  screening 
conducted  in  the  Commonwealth's  public  schools 
by  local  school  health  personnel  as  described  in 
M.G.L.  c71  s57  and  related  regulations  105  CMR 
200.000-200.920.  The  scope  of  this  statute  affects 
861.983  public  school  children  in  the 
Commonwealth1.  The  statute  also  states  that  at  the 
individual  request  of  a  parent  or  guardian  of  a 
pupil  in  a  private  school  (estimated  150.000 
students),  vision  and  hearing  screening  must  also 
be  provided.  In  addition,  M.G.L.  (Comprehensive 
Special  Education  Law)  Chapter  766,  paragraphs 
306.1(D),  306.1(C)  and  306.2  specifies  that 
children  with  special  needs  from  the  age  of  three 
must  be  identified.  Assessment  of  vision  and 
hearing  function  appropriate  to  the  age  and 
development  of  such  children  must  be  incorporated 
as  part  of  the  total  evaluation. 


The  Massachusetts  Department  of  Public  Health 
currently  provides  technical  assistance  and 
consultation  to  school  systems  for  their  vision  and 
hearing  screening  program,  defines  standards 
utilized  in  screening,  and  provides  training  for 
local  school  health  personnel. 

The  Massachusetts  Department  of  Public  Health 
recognizes  the  linkage  between  health  and 
education  and  specifically  the  importance  of  a 
population  based  vision  and  hearing  screening 
program  in  improving  educational  outcomes  of 
school  aged  children.  In  support  of  the  local 
school  system  effort  to  provide  vision  and  hearing 
screening  to  its  student  population,  the 
Massachusetts  Department  of  Public  Health  has 
evaluated  and  identified  its  training  program.  The 
new  training  program  is  a  train-the-trainer  model 
with  the  school  nurse  (RN)  as  the  manager  of  the 
program  and  the  following  elements: 

*  Training  will  be  provided  to  school  nurse  (R.N.) 
only  in  accordance  with  M.G.L.  c71,  s53; 

*  Registration  to  attend  a  vision  and  hearing 
training  will  be  handled  through  the  School 
Health  Institute; 

*  Training  in  both  vision  and  hearing  protocols 
will  be  conducted  in  a  one  day  session; 

*  The  training  is  constructed  as  a  "Train-the- 
Trainer"  program  empowering  school  nurses 
(R.N.)  to  train  local  personnel; 

*  The  focus  of  the  training  will  be  on  total 
program  management: 

*  The  procedures  for  vision  and  hearing  testing 
and  standards  have  not  changed; 

*  R.N.s  who  attend  the  training  should  bring  their 
vision  tester  and/or  audiometer. 

The  Massachusetts  Department  of  Public  Health 
provides  the  following  information  for  school 
nurses  (R.N.)  who  administer  the  vision  and 
hearing  program: 

*  The  experienced  school  nurse  (R.N.)  who  has 
been  trained  in  vision  and  hearing  screening 
may  continue  to  provide  this  service.  If  they 
wish  to  become  a  trainer,  we  highly  recommend 
that  they  attend  a  "train-the-trainer"  program 
sometime  within  the  next  two  years.  Because 
of  the  shortage  of  trained  personnel  within  a 
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given  school  system,  pru  r  to  attending  the 
program,  the  school  nurse  may  train  other 
personnel  whom  he/she  designates. 

*  School  personnel  who  have  been  trained  in 
vision  and  hearing  screening  in  previous  years 
should  continue  to  do  the  screening,  however, 
the  program  should  be  managed  by  the  school 
nurse  (R.N.). 

*  School  nurses  (R.N)  employed  for  the  first  time 
in  the  1995-96  school  year  should  attend  the 
train-the-trainer  program,  receive  additional 
training  regarding  the  specific  equipment  on- 
site,  and  become  comfortable  with  the  vision 
and  hearing  screening  before  training  others. 

*  It  is  only  necessary  to  train  one  school  nurse 
(R.N.)  per  school  system  in  the  train-the-trainer 
program.  She/he  may  then  train  other  nurses 
(RN)  to  train  unlicensed  personnel  to  conduct 
the  vision  and  hearing  screening. 

The  Massachusetts  Department  of  Public  Health 
would  like  to  acknowledge  Susan  Crook  R.N., 
M.Ed,  of  the  New  Bedford  Public  Schools  who 
developed  the  curriculum  for  the  vision  and 
heaiing  program  and  the  School  Health  Institute, 
under  the  direction  of  Dr.  Patricia  Piessens  of  the 
University  of  Massachusetts-Dartmouth  for  their 
assistance. 


("Massachusetts  Children  and  Youth;  A  Status  Report",  Appendix  D 
Massachusetts  Department  of  Education  1992  Statistics;  Kid's  Count 
Massachusetts  Department  of  Public  Health  January  1995) 


MASSTART 

by  Anne  Looscy-Connoie 

7he  Massachusetts  Department  of  Public  Health, 
Division  for  Children  with  Special  Health  Care 
Needs  announces  the  recent  award  of  contracts  to 
provide  MASSTART  (Massachusetts  Technology 
Assistance  Resource  Team)  services  in  each  of  the 
five  Department  of  Public  Health  regions  of  the 
Commonwealth.  MASSTART  is  a  collaborative 
consultation  service  that  seeks  to  assure  the  health 
and  safety  of  technology  assisted  children  in 
schools  by  expanding  the  skills,  knowledge  and 
confidence  with  which  teachers,  nurses  and  other 
school  personnel  address  the  needs  of  these 
children.  New  technologies  developed  over  the  past 


two  decades  mak«'  it  possible  for  children  with 
complex  medical  conditions  to  survive  and  in 
many  cases  to  participate  in  normal  activities  of 
childhood,  at  home,  in  the  community  and  at 
school.  MASSTART  supports  the  educational  goal 
of  placement  of  technology  assisted  students  in  the 
least  restrictive  environment  by  providing  technical 
assistance,  training  and  support  to  school  personnel 
concerning  both  day-to-day  and  long  term  health 
needs  of  these  children.  MASSTART  provides 
consultation  to  help  schools  learn  how  to  develop 
Individualized  Health  Plans  (IHP's)  and  emergency 
plans  for  each  technology  dependent  child. 

MASSTART  services  will  be  provided  regionally  by 
the  following  vendors: 

Greater     Boston     and     Northeast  Region: 

Children's  Hospital  Medical  Center,  Project  School  Care 
300  Longwood  Avenue,  Boston,  MA  021 15 
Contacts:  Timaree  Bierle  RN,  BSN  or 

Stephanie  Porter  RN,  BSN  (617)  355-6714 

Southeast  Region: 

Centrus  Premier  Home  Care,  Inc., 
225  Water  Street,  Plymouth,  MA  02360-4041 
Contact:  Jean  Coughlin  RN,  BS    (508)  747-3521  or 
(800)  698-8200 

Central  Region: 

University  of  Massachusetts  Medical  Center 
Pediatric  Pulmonary  and  Cystic  Fibrosis  Cen. 
55  Lake  Avenue  North,  Worcester,  MA  01655 
Contact:  Dorothy  Page  FNP,  MSN     (508)  856-4155 

Western  Region: 

Baystate  Medical  Center  Children's  Hospital 
West  MASSTART 

759  Chestnut  Street,  Springfield,  MA  01 199 
Contact:  Shirley  LaRoche,  RN    (413)  784-5434 

Department  of  Public  Health  MASSTART 

Coordinator:  Anne  l.ooney-Connole  RN,  M.Ed. 
Massachusetts  Department  of  Public  Health 
Division  for  Children  with  Special  Health  Care  Needs, 
7th  fl,  150  Tremont  St.,  Boston,  MA  021 1 1 
(617)  727-6941. 


MASSACHUSETTS  PATERNITY 
ACKNOWLEDGMENT  PROGRAM 

by  Sally  Graham 


In  April  1994,  Massachusetts  implemented  the 
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Paternity  Acknowledgment  Program.  Since  then, 
the  program  has  met  with  significant  success  in 
assisting  parents  who  are  not  married  to  each  other 
establish  legal  paternity  for  their  babies. 

The  new  program  is  mandated  by  both  federal  and 
state  laws.  It  provides  standardized,  state- 
sanctioned  forms  and  information  and  defines  the 
legal  meaning  of  acknowledgment  for  parents 
wishing  to  acknowledge  paternity. 

Births  to  unmarried  parents  have  nearly  tripled 
over  the  past  twenty  years.  This  dramatic  increase 
has  left  increasing  numbers  of  children  without 
legal  relationships  with  their  fathers.  Children 
without  a  legal  relationship  with  their  fathers  are 
not  eligible  for  a  health  insurance,  disability  and 
veterans'  benefits  and  inheritance  rights. 

Furthermore,  the  poor  rate  of  financial  support  for 
children  born  to  unmarried  parents  has  led  to 
substantial  increases  in  child  poverty.  To  reverse 
this  trend,  the  new  laws  require  that  states  have 
both  hospital-based  programs  and  simple  civil 
processes  for  acknowledging  paternity. 

Paternity  acknowledgment  benefits  mothers,  fathers 
and  children  in  a  number  of  important  ways.  The 
child  gains  a  legal  relationship  and  an  identity  with 
his  or  her  father.  All  parties  £®a  access  to  family 
medical  information  and  history,  and  all  parties  get 
a  say  in  visitation,  custody  and  adoption 
proceedings.  Paternity  acknowledgement  gives 
children  access  to  benefits  such  as  health  and 
disability  insurance  and  entitlement  programs. 

Participation  in  the  Massachusetts  Paternity 
Acknowledgment  Program  is  voluntary.  It  allows 
unmarried  parents  to  place  the  father's  name  on 
the  child's  birth  certificate.  Both  parents  must 
agree  to  participate  and  both  must  provide 
requested  information  and  have  their  signatures 
notarized  on  the  form.  The  forms  can  be 
completed  in  the  hospitals  when  the  baby  is  born 
or  later  at  the  city  or  town  clerk's  office. 

A  video  in  both  English  and  Spanish  has  recently 
been  completed  and  is  available  upon  request. 
Brochures  explaining  the  program  have  been 
translated  into  Spanish,  Haitian  Creole,  Portuguese, 


Vietnamese  and  Khmer.  Maternity  hospitals, 
prenatal  care  clinics,  obstetric  practices  and  HMOs 
are  the  initial  targets  of  the  program's  outreach 
campaign.  Schools  and  community-based 
programs  serving  pregnant  women  and  teens, 
families  and  fathers  are  an  important  link  to  the 
community  and  are  included  in  the  program's 
outreach  efforts. 

For  more  information  about  the  program,  to 
schedule  an  informational  presentation  for  your 
staff  or  group,  and  to  request  brochures,  videos 
and  other  information,  please  call  Sally  Graham, 
Assistant  Director,  Paternity  Acknowledgment 
Projects,  Massachusetts  Child  Support  Agency  at 
6177577-7200,  extension  30379  or  Dawn  Baxter, 
Project  Manager/PSI,  at  617-868-6512. 


NEWS  IN  SCHOOL  HEALTH  SURVEY 

by  Tom  Coaerford 


The  School  Health  Unit  would  like  to  thank  all  of 
those  school  systems  and  individuals  that 
responded  to  our  survey  attached  to  the  Winter 
1995  edition  of  "NEWS  IN  SCHOOL  HEALTH". 
The  purpose  of  the  survey  was  to  define  areas  for 
quality  improvement  and  identify  topics  for  articles 
in  future  newsletters.  Here  is  a  brief  summary  of 
the  results: 

Suggested  improvements  include 

1)  Mail  the  newsletter  out  earlier; 

2)  Add  a  question%and  answer  section; 

3)  List  employment  opportunities. 

Topics  for  future  newsletters  include: 
Clinical  issues: 

1)  Asthma  care  and  management; 

2)  Diabetic  students; 

3)  Spina  Bifida; 

4)  Depression  in  adolescents; 

5)  Steroids; 

6)  Head  Lice; 

7)  Hygiene  improvement. 
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Management  issues: 

1)  Computers/Ml; 

3)  Legal  issues; 

4)  Confidentiality/documentation; 

5)  Involving  parents  in  school  health; 

6)  Students  admitted  to  school  without 
proper  records. 

The  School  Health  Unit  will  incorporate  as  many 
of  these  issues  as  possible  in  future  editions  of 
"NEWS  IN  SCHOOL  HEALTH". 


UPCOMING 

i 

CONFERENCES 

NATIONAL  CONFERENCE: 
"Working   Together  to  Make  a  Difference: 
Prevention  and  Treatment  Strategies  for  Eating 
Disorders  " 

Nov.  3-4,  1995,  Lasall  College,  Newton  MA 


For  a  conference  brochure: 
call  (617)  738-6332. 


The  Comprehensive  Health  Education  Puzzle: 
Putting   the   Pieces    Together   -  COHES. 

Wednesday,  Nov.  8,  1995,  8:00  AM  -3:30  PM 

For  information  contact: 
Susan  Webb  (617)  893-4610  X1396. 


Nutrition:  Making  a  Difference  in  the  Workplace 

-  Thursday,  Oct.  19,  1995,  1:00  PM  -  5:00  PM 

Nutrition:    Making  a  Difference  in  Schools. 
Thursday,  Jan.  25,  1996,  1:00  PM  -  5:00  PM 
For  information  contact: 
Maria  F.  Bettencourt  (617)  727-5822. 


REMINDER 

THE  GREAT  AMERICAN  SMOKE-OUT  IS 
SCHEDULED  FOR  NOVEMBER  16,  1995.  A 
MAJOR  FOCUS  THIS  YEAR  IS  TOBACCO- 
FREE  SCHOOLS. 


♦  ♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 

MASSACHUSETTS  DEPARTMENT 

OF  PUBLIC  HEALTH 
MANUAL  OF  COMPREHENSIVE 
SCHOOL  HEALTH 

The  Department  wishes  to  express  sincere 
thanks  to  the  Department  of  Education  and 
to  all  the  editors,  authors,  contributors  and 
reviewers  who  participated  in  the 
development  of  the  Manual  of 
Comprehensive  School  Health.  The 
manual  is  designed  to  provide  current, 
practical  health  information  and  resources 
for  staff  in  the  Commonwealth's  schools. 
The  Department  also  expresses 
appreciation  to  all  school  administrators 
and  staff- who  assisted  in  the  distribution  of 
the  manuals  in  May  and  June. 
Approximately  every  public  school  building 
should  have  received  a  copy  of  the  manual 
at  that  time. 

We  respectfully  request  that  schools  (a) 
place  the  manual  in  a  location  which  is 
easily  accessible  to  the  major  users,  (b) 
give  a  copy  of  the  table  of  contents  of  the 
manual  to  all  school  staff  with  a  brief 
orientation  as  to  its  use,  (c)  return  the 
evaluation  form  which  is  enclosed  in  the 
manual,  and  (d)  feel  free  to  copy  the 
entire  manual  or  parts  thereof  as  needed. 

Additional  copies  are  available  bv  writing 
or  calling  The  Statehouse  Bookstore, 
Statehouse,  Room  116,  Boston,  MA  0213$, 
The  telephone  number  is  (617)  727-2834 
and  the  FAX  number  is  (617)  973-4858, 
The  Manual  will  cost  $44,64  (excluding 
the  cover,  shipping  and  handlins). 

We  hope  that  you  find  the  manual  usefid  in 
implementing  your  comprehensive  school 
health  programs. 

♦  ♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦  ♦ 
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MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH 
B  UREA  U  OF  FAMIL  YAND  COMMUNITY  HEAL  TH 
DIVISION  OF  PREVENTION 
SCHOOL  HEALTH  UNIT 
150  TREMONT  STREET,  2ND  FLOOR 
BOSTON,  MA  02111 
.    FAX:  (617)  727-1579  or  (617)  727-7277 


Anne  Sheetz,  Director  (617)  727-0941,  0944 

Anne  DeMatteis,  School  Based  Health  Center  Program,  (617)  727-0941,  0944 

*  Alice  Morrison,  School  Health  Advisor  (617)  727-0941,  0944 

Mary  Terrell,  School  Heu'th  Advisor  (617)  727-0941,  0944 

Tom  Comerford,  School  Health  Coordinator  (617)  727-0941,  0944 

Janet  Burke,  Administrative  Secretary  (617)  727-0941,  0944 

Sabine  Hedberg,  Project  Director  (MSHIS),  (617)  727-0941,  0944 

Leslie  Frank,  Program  Coordinator  (617)  727-0941,  0944 


REGIONAL  S( 

WESTERN  REGION 

Constance  Brown,  R.N.,  M.Ed 
Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health 
23  Service  Center 
Northampton,  MA  01060 
(413)  586-7525  or 

1-800  445-1255  from  413  area  code  only 
FAX:  (413)  784-1037 


HEAL  TH  AD  VISORS 

CENTRAL  REGION 

Joanne  Buffington,  R.N.,  M.S. 
Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health 
180  Beaman  Street  (Route  140) 
West  Boylston,  MA  01583 
(508)  792-7880 
FAX:  (508)  792-7706 


NOR  THE  AST  REGION 

Margaret  Blum,  R.N.C.,  M.A. 
Massachusetts  Dept.  of  Public  Health 
Northeast  Regional  Health  Office 
Tewksbury  Hospital 
Tewksbury,MA  01876 
(508)  851-7261  or  (61  7)  727-7908 
FAX:  (508)  640-1027 


SOUTHEAST  REGION 

*  Alice  Morrison,  R.N.,  M.S.,  MPH 
Massachusetts  Dept.  of  Public  Health 
School  Health  Unit 
150  Tremont  Street,  2nd  Floor 
Boston,  MA  02111 
(617)  727-0941 

FAX:  (617)  727-1579  or  (617)  727-7277 


William  F.  Weld,  Governor 
Gerald  Whitburn,  Secretary 

David  H.  Mulligan,  Commissioner 
Deborah  Klein  Walker,  Assistant  Commissioner 

Linda  Jo  Doctor,  Division  Director 
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GENETICS:  A  NEW  FRONTIER  IN  SCHOOL  HEALTH 


/devious  issues  of  News  in  School  Health  have  focused  on 
standards  and  resources  for  developing  comprehensive  school 
health  programs.  The  recent  publication  of  the 
Massachusetts  Department  of  Public  Health  Comprehensive 
School  Health  Manual  consolidated  relevant  policies, 
procedures  and  content  areas  into  a  single  resource 
document.  Beginning  with  this  newsletter,  key  topics  will 
begin  to  shift  to  emerging  issues  in  school  health.  One  such 
issue  is  genetics,  a  subject  of  interest  identified  by 
respondents  to  last  year's  survey  of  the  newsletter's 
readership. 

For  more  than  a  decade,  through  support  from  the  federal 
Bureau  of  Maternal  and  Child  Health  (Title  V  funding), 
genetics  has  had  an  established  role  in  the  Massachusetts 
Department  of  Public  Health.  The  Massachusetts  Genetics 
Program  (MGP).  located  within  the  Division  for  Children 
with  Special  Health  Care  Needs.  Bureau  of  Family  and 
Community  Health,  was  the  first  stale  public  health  genetics 
program  in  the  country.  It  has  assumed  a  leading  role  in 
public  health  genetics  activities:  planning  and  policy 
development,  newborn  screening,  ensuring  awareness  of 
developments  in  genetics  and  high  quality  medical  and 
laboratory  genetics  services,  developing  genetics  education 
curricula  and  programs,  creating  information  and  referral 
networks.  The  MGP  serves  a  range  of  diverse  constituency 
groups,  including  health  education  professionals,  policy 
developers,  consumers  affected  by  genetic  conditions  and  the 
general  public.  It  is  also  an  active  participant  in  the  New 
England  Regional  Genetics  Group  (NHRGG).  the  first 
regional  group  formed  in  the  country  to  collaborate  on  issues 
in  this  important  specialty  area. 

Genetics  is  a  relatively  new  frontier  in  medicine.  And.  like 


all  new  frontiers  relating  to  health,  it  is  beginning  to  ha\e  a 
significant  impact  on  school  health  programs.  Nurses, 
teachers,  guidance  counselors,  and  others  working  with 
children  and  staff  in  the  school  setting  need  to  expand  their 
understanding  of  this  growing  field.  With  more  diseases  and 
risk  factors  identified  as  having  genetic  origins,  school  staff 
are  being  called  upon  to  answer  questions  (raised  by  families, 
fellow  staff  members  and  students),  identify  indications  for 
genetic  counseling  and  refer  to  genetics  resources  when 
indicated.  As  the  field  of  genetics  expands,  so  too  does  the 
importance  of  introducing  its  concepts  into  health  education 
courses,  science  classes,  and  student  career  planning. 

Schools  have  felt  the  greatest  impact  of  genetics  research 
from  the  increasing  numbers  of  children  with  genetic 
disorders  in  the  classroom.  Like  all  children  with  special 
health  care  needs,  children  with  genetics  disorders  profit 
from  pre-entry  planning.  The  development  of  an 
individualized  health  care  plan  otters  an  opportunity  for 
parents,  school  nurses,  and  other  providers  to  coordinate 
plans  for  enhancing  the  student's  educational  experience 
while  delivering  needed  health  services  in  a  sate,  effective 
manner.  Confidentiality  protections  are  extremely  important 
in  dealing  with  children  with  genetic  disorders,  as  with  all 
children  receiving  health  services  in  the  school  setting. 

This  issue  of  News  in  School  Health  was  completed  with 
great  assistance  from  the  Massachusetts  Genetics  Program. 
It  is  designed  to  provide  a  basic  understanding  of  genetics 
and  its  implications  for  schools.  And.  for  genetics,  like  any 
new  frontier  in  medicine,  this  is  just  the  beginning.... 

Anne  H  Sheetz,  R.N..  M.P.H..  C.N.A.A 
Director  of  School  Health 


"The  dramatic  expansion  of  genetic  testing  poses  numerous  medical,  educational,  ethical,  legal,  and  social  issues 
that  will  increasingly  confront  school  personnel.  It  is  critical  to  keep  abreast  of  these  technological  changes  and 
to  begin  designing  guidelines  that  enable  the  care  for  children  in  schools,  along  with  protections  for  privacy  of 
sensitive  genetic  information.  "  -  Robin  JR  Blatt,  RN,  MPH,  Coordinator,  Massachusetts  Genetics  Program 
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NEWS  BRIEFS 


REGISTRATION  FOR  DELEGATION  FOR  FIELD  TRIPS  OR  SHORT-TERM  EVENTS 
ONLY:  To  apply  for  registration  for  field  trips  or  short-term  events  only,  please  send  a  letter  signed 
by  the  administrator  responsible  for  the  school  district  health  service  program  and  the  appropriate 
school  nurse  contact  Address  the  letter  for  this  limited  delegation  to  your  regional  School  Health 
Advisor.  Requirements  for  field  trips  are  stated  in  210.0005(E)  (1)  (0)  on  page  1125  of  the 
Regulations  Governing  the  Administration  of  Prescription  Medications  in  Public  and  Private 
Schools.  As  in  all  delegation  of  medications,  the  registered  nurse  decides  if  and  when  to  delegate. 
The  registrations  are  issued  for  the  entire  school  system  for  a  period  of  two  school  years. 

SSI  PLUS..  A  new  pamphlet  entitled  "SSI  Plus  ...Maximizing  Benefits  and  Services  for  Children  with 
Special  Health  Care  Needs"  is  available  from  the  Division  for  Children  with  Special  Health  Care  Needs 
at  the  Massachusetts  Department  of  Public  Health.  This  publication  provides  a  brief  guidance  on 
public  benefit  programs  and  resources  for  families.  For  copies  please  contact  Ms.  Gail  Havelick  at 
l-(800)  882-1435  or  (617)  624-5961. 

POSTURAL  SCREENING  TRAINING  PROGRAM:  The  Massachusetts  Department  of  Public 
Health  (MDPH)  has  designated  the  National  Scoliosis  Foundation  (NSF)  as  the  Instructor  for  the 
Postural  Screening  Training  Program  held  in  conjunction  with  the  University  of 
Massachusetts/Simmons  School  Health  Institute.  The  course,  developed  by  the  NSF,  is  designed  to 
instruct  new  screeners  as  well  as  to  update  and  reinforce  experienced  screeners.  According  to  NSF 
President  Joseph  O'Brien,  "The  MDPH  has  always  been  dedicated  to  screening  education  and  we  are 
honored  to  help  that  effort.  We  believe  that  knowledgeable  screeners  and  quality  screening  programs 
are  an  essential  follow-up  to  the  Scoliosis  Research  Society's  1993  study  on  the  effectiveness  of 
bracing  and  the  importance  of  early  detection."  The  sessions  are  free  of  charge  and  offer  3  contact 
hours  for  continuing  education.  To  register,  call  The  University  of  Massachusetts/Simmons  School 
Health  Institute  at  (508)999-8249.  For  additional  information  about  scoliosis,  kyphosis  or  lordosis 
contact  the  NSF  at  (617)  926-0397. 

GENETICS  CONFERENCE:  "Preparing  For  The  Future:  Genetics  in  Primary  Care"  is  scheduled 
for  Friday  May  17,  1996  (8:30am  -  5:00pm)  at  the  GM  Training  Center  in  Dedham  MA.  -  The 
Massachusetts  Department  of  Public  Health/Bureau  of  Family  and  Community  Health/Division  of 
Children  with  Special  Health  Care  Needs  -  Genetics  Program  and  the  Massachusetts  Public  Health 
Association  (MPHA)  are  jointly  sponsoring  this  conference  that  will  provide  information  on  the  status 
of  current  practices,  policies  and  issues  related  to  genetics  in  prenatal  and  pediatric  primary  care 
programs  within  neighborhood  health  centers.  Cost  is  $40  for  MPHA  members  or  $50  for  non- 
members;  space  is  limited..  Call  MPHA  at  (617)  524-6696  for  additional  information. 

GENETICS  MANUAL:  "Guidelines  for  the  Management  of  Students  with  Generic  Disorders  -  A 
Manual  for  School  Nurses"  was  developed  to  assist  school  nurses  to  improve  educational  opportunities 
for  students  with  special  health  care  needs  related  to  genetic  disorders.  Included  are  strategies  and 
information  necessary  to  provide  high  quality  services  and  to  collaborate  with  and  advocate  for  affected 
students  and  their  families.  xhis  manual  costs  $14  (check  payable  to  MHRI,  Inc.)  and  is  available  by 
contacting  the  New  England  Regional  Genetics  Group  (NERGG)  P.O.  Box  670,  Mt.  Desert  Island, 
ME.,  04660.  Telephone  (207)  288-2704  or  by  Fax  (207)  288-2705. 


PREPARING  FOR  THE  FUTURE: 
GENETIC  MEDICINE  AND 
SCHOOL  NURSES 

by  Robin  JR  Blatt,  RN,  MPH,  Coordinator 
Massachusetts  Genetic  Program 
Division  for  Children  with  Special  Health  Care  Needs 
Bureau  of  Family  and  Community  Health 


Children  with  genetic  conditions  and  other  chronic 
illnesses  often  have  special  needs  that  emerge  in  school 
settings.  While  some  needs  may  be  intermittent  and 
mild,  others  may  be  ongoing  and  may  require  nursing 
services  and  management  on  a  daily  basis.  School 
nurses  are  in  a  unique  position  to  work  with  students, 
families  and  teachers  in  understanding  the  special 
health  care  needs  of  students  being  served  and  in 
formulating  individualized  health  care  plans  that  take 
into  account  their  physical  and  emotional  needs.  In 
order  to  provide  high  quality  care  and  promote  the 
health  and  education  of  students  with  genetic 
conditions,  school  nurses  must  be  familiar  with  a  range 
of  conditions  and  their  treatments,  their  physical  and 
emotional  impact,  as  well  as  statewide  resources  that 
are  available  for  information  and  guidance. 

School  nurses  play  an  important  role  in  the  lives  of 
children  and  families  with  a  genetic  condition.  As  part 
if  the  health  care  team,  school  nurses  can  be 
instrumental  in  prevention,  early  referral  and  follow-up. 
In  addition,  school  nurses  are  in  a  unique  position  to 
help  individuals  understand  information  provided  by 
genetic  specialists,  cope  with  the  impact  of  a  genetic 
condition,  and  assist  families  in  obtaining  community 
services  and  support  resources.  To  enable  school  nurses 
to  work  more  effectively  with  children  and  families 
with  a  potential  or  existing  genetic  condition,  it  is 
essential  that  they  have  up-to-date  knowledge  and 
skills  in  genetics,  as  well  as  an  understanding  of  the 
accompanying  medical,  psychosocial  and  educational 
needs  of  students. 


The  purpose  of  this  issue  of  the  School  Health 
Newsletter  is  to  provide  an  overview  of  developments 
in  basic  genetics  and  to  assist  school  nurses  and  other 
school  staff  in  understanding  their  role  in  this  emerging 
frontier. 


ARE  YOU  PREPARED  FOR  GENETICS 
IN  SCHOOL  HEALTH  SETTINGS? 


The  following  questions  will  help  you  to  assess 
your  own  level  of  comfort  and  familiarity  with 
genetics  and  your  role  in  the  school  setting.  Take 
a  few  minutes  to  answer  the  questions  listed  he  low. 
If  you  find  there  are  more  "no's"  than  "yes's." 
you  may  want  to  carefully  review  the  contents  of 
this  issue  of  Massachusetts  Department  of  Public 
Health's  News  in  School  Health  in  order  to 
become  better  prepared  for  genetics  in  school 
health  settings. 

•  Have  you  encountered  students  with  genetic- 
conditions  in  the  schools  in  which  you  work? 

•  Are  you  familiar  with  the  physical  signs  of 
common  genetic  conditions? 

•  Can  you  identify  indications  for  referral  for 
genetic  counseling? 

•  Do  you  feel  comfortable  participating  in  the 
implementation  of  treatment  plans  for  students 
with  genetic  disorders? 

•  Are  you  familiar  with  the  educational  issues  that 
may  lace  students  with  genetic  conditions.' 

•  Are  you  aware  of  the  current  methods  of 
screening,  diagnosis  and  treatment  for  common 
genetic  conditions? 

•  Can  you  anticipate  social  issues  that  students 
with  genetic  conditions  may  encounter'.' 

•  Do  you  feel  comfortable  assisting  families  with 
genetic  diseases  and  in  advising  them  of  coping 
mechanisms'.' 

•  Do  you  think  you  are  effective  in  transmitting 
pertinent  information  about  genetics  to  stude.As 
and  family  members? 

•  Are  you  familiar  with  statewide  genetic 
services,  support  groups  and  educational 
resources  for  students  and  families  affected  by 
genetic  conditions? 


CHROMOSOMES,  GENES  AND  DNA 
A  BRIEF  REVIEW 


An  individual's  complete  set  of  genes,  known  as  his 
or  her  genome,  is  established  at  conception.  The 
person's  developmental  prospects,  however,  are  not. 
What  shapes  human  development  is  the  complex 
interaction  between  the  genes  and  the  environment. 
Both  the  internal  and  the  external  environment  are 
powerful  shape  shifters,  yet  their  effects  are  only 
beginning  to  be  understood.  The  more  widely 
publicized  area  of  inquiry  has  been  genetics — an  arm 
of  biology  concerned  with  the  study  of  inheritance,  the 
means  by  which  certain  characteristics  and  traits  are 
passed  along  from  one  generation  to  the  next. 
Throughout  the  ages,  human  beings  have  attempted  to 
understand  the  mysteries  of  inheritance.  Babylonian 
tablets  from  the  year  4000  BC  contain  what  appear  to 
be  family  pedigrees.  The  Old  Testament,  too,  cites 
genealogies  and  alludes  frequently  to  the  passing  on  of 
traits. 

Scientific  theories  about  inheritance  emerged  in  the 
1 800s,  when  an  Austrian  monk  named  Gregor  Mendel 
used  garden  peas  to  demonstrate  inheritance  patterns. 
In  1906  the  study  of  heredity  was  dubbed  "genetics." 
About  38  years  later,  DNA  was  shown  to  carry 
heredity  characteristics.  In  1953  James  Watson  and 
Francis  Crick  discovered  the  double-helix  structure, 
and  in  1956  the  human  cell  was  found  to  have  46 
chromosomes. 

In  more  recent  years,  numerous  discoveries  have 
revealed  how  our  bodies  transmit  genetic  information 
through  the  generations.  In  addition,  many  techniques 
have  been  developed  to  study  genetic  material  at  the 
molecular  level.  While  we  may  seem  to  have  come  a 
long  way,  we  still  know  very  little  about  human 
development  and  about  the  joint  roles  of  genetics  and 
environment  in  the  disease  process.  Nature's  design  has 
proved  to  be  marvelously  intricate.  In  the  quest  to 
unravel  these  mysteries,  there  have  been  major 
developments  in  genetics.  This  article  is  intended  to 
provide  a  simple  overview  of  the  basic  biology 
describing  the  role  of  the  cells,  chromosomes,  DNA, 
and  genes. 

THE  CELL  -  The  cell  is  the  basic  unit  of  all  living 
matter.  Consequently,  just  as  life  itself  is  diverse,  so 


too  are  the  forms  and  functions  of  cells  that 
constitute  life.  The  human  body  is  made  up  of 
over  100  trillion  cells  of  varying  functions.  We 
have  sex  cells,  nerve  cells,  muscle  cells,  skin  cells, 
and  blood  cells. 

Each  of  these  cells,  regardless  of  its  function,  is 
able  to  move,  grow,  protect,  react,  reproduce,  and 
repair  itself  with  greater  or  lesser  efficiency, 
depending  on  two  factors.  One  is  the  age  of  the 
cell.  No  cell  lives  forever,  and  the  ability  of  cells 
to  grow,  reproduce,  and  repair  themselves 
diminishes  over  time.  Whether  or  not  a  cell  is 
activated,  or  "turned  on"  to  perform  its  function  is 
also  determined  by  the  complex  relationship 
existing  between  the  genetic  information  within  it 
and  the  environment  outside  it. 

Human  cells  come  in  a  variety  of  shapes  as  well. 
Under  the  modern  microscope  you  can  see  cells 
shaped  like  rods,  spirals,  spheres,  snowflakes, 
boxes,  flowers  on  a  stalk,  or  even  soap  bubbles, 
each  with  a  complicated  inner  world.  At  the 
center,  or  core,  of  each  cell  is  a  nucleus.  And 
within  the  nucleus  of  most  cells  are  chromosomes, 
which  are  like  packages  composed  of  the  genetic 
information  known  as  DNA.  The  nucleus  acts  as 
the  control  center,  telling  the  cell  what  to  do. 

CHROMOSOMES  -  These  are  contained  in  the 
nucleus  of  every  cell  in  the  human  body  except 
mature  red  blood  cells.  Visible  onl\  through  a 
microscope,  chromosomes  vary  in  length,  size,  and 
appearance.  They  are  composed  of  long  chains  of 
genes  that  form  a  continuous  string. 

The  46  chromosomes  within  the  nucleus  of  most 
human  cells  are  arranged  in  23  pairs,  including  I 
pair  of  sex  chromosomes.  One  member  of  each 
pair  has  come  from  the  mother,  and  the  other  has 
come  from  the  father.  Those  from  the  mother  are 
referred  to  as  maternal  chromosomes,  and  those 
from  the  father  are  called  paternal  chromosomes. 

The  egg  and  sperm  cells  (sometimes  called  sex 
cells  or  germ  cells)  are  unique,  .~r  they  contain 
only  half  the  usual  number  of  chromosomes  (girls 
are  46XX;  boys  are  46XY).  Egg  and  sperm  cells, 
with  their  23  chromosomes  each,  remain  unpaired. 
Hence,  when  an  egg  and  sperm  cell  join  at  the 
time  of  fertilization,  they  form  an  embryo  with  a 
total  of  46  chromosomes. 


* 


Whereas  certain  health  conditions  in  an  offspring  result 
from  changes  in  a  parent's  other  body  cells,  a  variety 
of  conditions  arise  in  response  to  alterations  in  the 
parent's  sex  cells.  Another  distinct  feature  of  the  sex 
cells  is  that  they  determine  the  gender  of  the  baby. 

Whether  a  child  will  be  a  girl  or  a  boy  depends  on 
whether  the  sperm  cell  thai  penetrates  the  egg  is 
carrying  an  X  or  a  Y  chromosome.  If  an  X 
chromosome  from  the  sperm  cell  penetrates  the  egg, 
the  baby  will  be  female  (XX).  If  a  Y  chromosome 
penetrates  the  egg,  the  baby  will  be  male  (XY).  Each 
conception  carries  with  it  roughly  a  50  percent  chance 
that  the  baby  will  be  a  girl  and  a  50  percent  chance 
that  the  baby  will  be  a  boy. 

DNA  -  DNA  (deoxyribonucleic  acid)  is  the  basic 
molecule  of  heredity  in  all  known  forms  of  life. 
Contained  within  the  chromosomes,  it  functions  as  the 
storage  and  translation  center  for  the  information 
needed  to  direct  the  development  of  a  single  cell  into 
a  complex  organism.  The  DNA  instructs  the  cells  in 
the  functions  they  are  to  perform. 

DNA  is  composed  of  two  paired  strands  of  molecules 
that  coil  around  each  other  to  form  a  structure  that 
looks  like  a  spiraling  zipper  or  a  twisted  ladder.  This 
structure  is  known  as  a  double  helix.  The  interlocking 
teeth  of  the  zipper,  or  the  rungs  of  the  ladder,  are 
connected  by  bonds  formed  between  combinations  of 
chemical  patterns  called  bases,  or  nucleotides.  These 
four  bases — adenine  (A),  guanine  (G),  cytosine  (C), 
and  thymine  (T) — constitute  the  genetic  alphabet.  And 
they  fit  together  in  only  one  way:  A  pairs  with  T,  and 
G  pairs  with  C.  The  particular  order,  or  sequence,  of 
the  base  pairs  serves  as  the  genetic  code  for  inherited 
traits. 

In  addition  to  storing  and  translating  genetic 
information,  DNA  passes  it  from  one  generation  of 
cells  to  the  next.  When  the  cells  reproduce,  both  sides 
of  the  DNA  double  helix  unwind — that  is,  both  sides 
of  the  "zipper"  unzip,  or  both  sides  of  the  "ladder" 
come  apart,  a  process  known  as  DNA  replication. 

GENES  -  Genes  arc  molecules  of  DNA  arranged  in  a 
linear  fashion  along  a  chromosome.  Bach  gene  contains 
instructions  for  the  assembly  of  a  specific  protein.  The 
order  of  the  genes  (the  gene  sequence)  on  their 
chromosome  influences  the  function  of  these  proteins 
and  thus  the  overall  function  of  the  cells.  Like 


thought  to  have  its  own  locus,  meaning  that  it  is 
situated  at  the  same  site  on  each  chromosome. 

These  molecules  of  DNA  are  responsible  for 
producing  certain  hereditary,  or  genetic,  traits,  such 
as  hair  color,  eye  color,  and  height.  Because  genes 
are  passed  down  from  parents  to  children,  the 
same  trails  often  show  up  within  families. 

Thousands  of  genes  may  exist  on  a  single 
chromosome.  As  a  result  of  the  Human  Genome 
Project,  it  is  likely  in  the  near  future  that  we  will 
be  able  to  identify  the  type  and  placement  of  genes 
on  each  chromosome  in  the  human  body. 


Dimensions  of  the  Human  Genome 

23  chromosome  pairs  (46  chromosomes  total) 

50,000-100,000  genes 

3  billion  base  pairs  (A,C,T,G) 

H  uman  Cell-Each  of  the  100  trillion  cells  in  the 
x7\J  human  body  (except  red  blood  cells  which  do  not 
have  nuclei)  contains  the  individual's  entire 
genome-all  the  information  to  build  the  individual 

r  a     Chromosome-Within  the  nucleus  of  each  body 
s[     cells  there  ar  23  matching  pairs  for  a  total  of  46 

§  \   chromosomes.  The  sex  cells,  egg  and  sperm,  each 
contain  23  chromosomes  and  at  conception  they 
fuse  into  a  single  cell  containing  46  chromosomes 


DNA-DNA  is  the  master  chemical  that  controls 
<5^>^     the  development  and  function  of  almost  all  living 
things.  A  double  stranded  helix,  DNA  looks  like 
a  chain  or  twisted  ladder.  This  ladder  is  held 
together  by  the  rungs  formed  by  four  chemical 
bonds  called  bases  or  nucleotides.  These  four 
bases-adenosine  (A),  guanine  (G),  cytidine  (C), 
and  thymine  (T)-are  the  genetic  alphabet.  They 
form  interlocking  pairs  that  fit  together  in  one 
way  (A-T;  G-C).  It  is  the  unique  order  or 
sequence  of  DNA  that  serves  as  the  genetic  code. 


Genes-Genes  are  tiny  segments  dispersed  along 
the  DNA  chain  that  have  the  recipe  or  code  for 
making  a  specific  molecule,  usually  a  protein. 
The  gene  provides  the  code  for  an  inherited  trait. 
Genes  govern  processes  such  as  growth,  structure, 
embryonic  development,  aging,  etc.   It  is 
estimated  that  humans  have  50.000  to  100,000 
genes. 

Protein-Essential  components  of  all  organs  and 
chemical  activities.   Function  is  determined  by  the 

genes 
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HOW  BIRTH  DEFECTS  AND 
GENETIC  DISORDERS  OCCUR 


In  all  but  rare  instances,  the  intricacies  of  conception 
and  the  shuffling  of  genetic  material  work  exquisitely 
well.  When  variations  in  these  processes  occur, 
however,  they  can  lead  to  birth  defects  or  genetic 
conditions  in  the  developing  baby.  It  has  been 
estimated  that  2-3%  of  all  babies  born  will  have  some 
sort  of  anomaly  (birth  defect  or  genetic  disorder) 
ranging  from  mild  to  severe. 

What  Is  a  Birth  Defect? 

A  birth  defect,  sometimes  referred  to  as  congenital 
anomaly,  is  a  variation  in  body  structure,  function,  or 
chemistry  that  is  present  at  birth.  (Birth  defects  range 
from  mild  to  severe,  and  whereas  some  are  overtly 
evident,  others  are  not).  Some  birth  defects  arise 
during  pregnancy  while  the  developing  baby  is 
forming.  Others  may  occur  at  the  time  of  birth. 
Although  the  cause  of  most  birth  defects  may  not  be 
well  understood,  they  are  thought  to  be  due  to  genetic 
or  environmental  factors,  or  some  combination  of  the 
two  (multifactorial  inheritance). 

What  Is  a  Genetic  Disorder? 

A  genetic  disorder  involves  errors  in  genes, 
chromosomes,  or  other  hereditary  materials.  Some  of 
these  disorders  have  little  effect  on  the  individual, 
while  others  produce  symptoms  ranging  from  mild  to 
severe.  Genetic  conditions  may  or  may  not  be  manifest 
or  noticeable  at  birth;  some  appear  for  the  first  time 
later  in  life. 

CAUSES 

Inherited  conditions  appear  when  an  error  in  hereditary 
material  occurs. 

Genetic  disorders  may  result  from  genes  received  in  an 
altered  pattern.  Conditions  of  this  sort  are  usually 
attributed  to  single-gene  inheritance  patterns  in  which 
the  affected  gene  may  come  from  either  one  or  both 
parents.  When  a  gene  undergoes  a  permanent  change, 
it  is  called  a  mutation.  A  mutation  is  the  failure  of  a 
gene  to  produce  an  exact  self-copy  resulting  in 
modification  of  the  trait  produced  by  that  gene.  Some 
mutations  are  spontaneous  and  some  may  be  inherited. 
If  the  mutation  occurs  in  the  sex  cells  it  can  affect 


subsequent  generations. 

Other  genetic  disorders  arise  from  chromosome 
errors  that  are  inherited  or,  more  often,  occur 
spontaneously  at  the  time  of  conception. 

There  are  also  certain  environmental  influences, 
known  as  mutagen  (agents  that  cause  genetic 
mutations)  and  teratogens  (agents  that  interfere 
with  the  development  of  structures  in  utero).  A 
variety  of  medicines,  chemicals,  and  physical 
agents  have  been  shown  to  be  either  mutagenic  or 
teratogenic. 

PATTERNS  OF  INHERITANCE 
Single-Gene  Alterations 

Alteration  of  a  single  gene  on  one  or  both 
members  of  a  pair  of  chromosomes  can  lead  to 
conditions  that  recur  with  predictable  frequency 
from  generation  to  generation.  Genes  associated 
with  single-gene  disorders  are  located  on  either  the 
autosomes  (body  cells)  or  the  sex  chromosomes  (X 
and  Y),  and  may  be  either  dominant  or  recessive. 
Single-gene  conditions  are  acquired  through  one  of 
three  modes  of  inheritance:  recessive,  dominant,  or 
X-linked.  These  patterns  of  inheritance  are 
described  below. 

Autosomal  recessive  inheritance  occurs  when  both 
parents  have  a  gene  that  contains  a  mutation  for  a 
particular  condition.  Although  the  parents  are 
healthy,  each  of  their  children  has  a  25  percent 
risk  of  having  a  genetic  disorder  because  they  have 
received  two  copies  of  the  mutated  gene— 1  from 
each  parent.  Similarly,  each  child  has  a  25  percent 
chance  of  not  inheriting  the  gene,  and  a  50  percent 
chance  of  receiving  only  one  of  these  genes  and 
being  a  carrier  like  the  parents. 


Autosomal  Recessive  (AR) 

1  in  4  (25%  chance)  tor  each  offspring  to  be  affected 

Examples 

Cystic  Fibrosis 
Phenlyketonuria  (PKU) 
Sickle  Cell  Conditions 
Thalassemia 
Tay-Sachs  disease 


Autosomal  dominant  inheritance  occurs  when  one 
parent  has  a  dominant  gene  for  a  health  condition. 
Any  child  born  to  this  couple  will  have  a  50  percent 
chance  of  inheriting  the  gene  and  a  50  percent  chance 
of  not  receiving  the  gene. 


Autosomal  Dominant  (AD) 

1  in  2  (5()rr  chance)  for  each  offspring  to  be  affected 

Examples 

Ortrodroplasia 

Marfan  Syndrome 
Huntington's  disease 

Neurofibromatosis 
Tuberous  Sclerosis 


X-linked  or  Sex-linked  inheritance  is  usually 
transmitted  by  the  female  sex  chromosomes  (X).  As 
described  previously.  females  have  two  X 
chromosomes,  whereas  males  have  one  X  and  one  Y 
chromosome.  The  majority  of  sex-linked  conditions  are 
thought  to  be  recessive  in  nature.  This  means  if  one  of 
the  mother's  X  chromosomes  carries  a  recessive  gene 
for  a  condition,  each  of  her  children  will  have  a  50 
percent  chance  of  inheriting  that  gene.  A  son  who 
inherits  it  will  manifest  the  condition.  A  daughter  will 
be  a  carrier  unaffected  by  the  condition;  she  will  be 
capable,  however,  of  passing  the  gene  on  to  her  sons. 
A  father  with  an  X-linked  condition  cannot  pass  it  on 
to  his  son.  as  he  will  receive  only  the  father's  Y 
chromosome.  A  father  with  an  X-linked  condition, 
however,  can  pass  it  on  to  his  daughter,  who  will 
become  an  unaffected  carrier. 


X-Linked  Recessive 

//  mother  is  affected:  I  in  2  (50%)  for  each  son  to  be  affected. 
I  in  2  (50%  )  for  each  daughter  to  be  a  carrier 
//  father  is  affected:  each  daughter  will  be  a  carrier,  no  son 
will   be  effected 

Examples 

Hemophilia 
Duchenne  Muscular  Dystrophy 
Fragile  X  Syndrome 


Multifactorial  Inheritance 

Multifactorial  inheritance  is  the  name  given  to  most  of 
the  disabilities  of  unknown  origin  that  are  thought  to 
be  caused  by  the  environment,  or  a  combination  of 


genetics  and  the  environment.  The  pattern  of 
transmission  in  this  group  of  conditions  is  less 
well-defined. 


Multifactorial  Inheritance 

Inheritance  patterns  and  recurrence  ratio  not  well  defined 
Examples 
Cleft  Lip/Palate 
Hydrocephalus 

Equinovarus 
Cerebral  Palsy 
Congenital  Heart  Disease 
Mental  Retardation 
Spina  Bifida 


TYPES  OF  CHROMOSOMAL  ERRORS 

When  the  chromosomes  encounter  difficulty  as 
they  are  duplicating  or  dividing,  their  number  or 
structure  can  be  modified.  Such  alterations  can 
occur  only  while  conception  is  taking  place. 

Chromosome  errors,  which  can  develop  in  the 
autosomes  as  well  as  the  sex  chromosomes,  can  be 
detected  under  the  microscope.  There  are  a  few 
chromosomal  errors  that  will  have  little  or  no 
effect.  Others  can  cause  a  variety  of  syndromes. 
And  still  others  are  incompatible  with  life.  In  fact, 
it  has  been  estimated  that  about  20  to  50  percent 
of  miscarriages  that  occur  in  the  first  trimester  of 
pregnancy  are  due  to  chromosome  errors. 

There  are  basically  two  ways  m  which 
chromosomal  errors  arc  thought  to  occur.  One  is 
through  a  change  in  the  number  ol  chromosomes 
that  are  present  (less  or  more  than  the  expected  46 
at  conception)  and  one  is  through  structural 
changes  (missing  or  added  pieces)  that  can  occur. 
Chromosome  errors  can  occur  in  the  autosomes 
(body  cells)  that  house  genetic  information  but  that 
do  not  play  a  role  in  determining  sex.  They  can 
also  occur  in  the  sex  chromosomes  (XX  for 
females)  and  (XY  for  males). 

Numerical  Errors:  A  deviation  from  the  normal 
46  chromosomes  per  cell  is  known  as  a  numerical 
error.  These  errors,  which  can  result  in  either  too 
few  or  too  many  chromosomes,  are  usually  caused 
by  a  sporadic  or  spontaneous  error  in 
chromosome  division  occurring  during  the 
formation  of  sperm  or  egg  cells.  One  of  the  most 
common     forms     of     deviation     is  called 
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nondisjunction  and  refers  to  the  failure  of 
chromosome  pair  to  separate  during  the  meiosis  stage 
of  cell  division.  Failure  to  separate  at  key  points  can 
result  in  missing  or  extra  chromosomal  material. 
Numerical  errors  give  rise  to  a  variety  of  conditions, 
some  of  which  are  listed  below. 


Structural  Errors 

Structural  errors  result  from  breaks  or  rearrangements 
in  the  chromosomes.  The  broken  pieces  may  be  lost 
(deletion),  a  segment  may  appear  more  than  once  in 
the  same  chromosome  (duplication),  or  two  breaks  may 
occur  in  the  same  chromosome,  causing  the  free 
segment  to  turn  upside  down  before  being  reinstated 
(inversion).  There  may  also  be  a  rearrangement  or 
transfer  of  pieces  from  one  chromosome  to  another 
part  of  itself  or  to  a  completely  different  chromosome 
( translocation). 

There  are  different  types  of  translocations  varying  in 
their  effects.  When  a  transfer  of  material  from  one 
chromosome  to  another  results  in  neither  a  loss  nor  a 
gain  in  chromosomal  material  (balanced  translocation), 
the  individual  will  be  healthy  but  has  a  higher  than 
average  potential  to  contribute  to  genetically 
unbalanced  offspring.  On  the  other  hand,  if  there  is  a 
loss  or  gain  of  chromosomal  material  that  has  been 
rearranged  (unbalanced  translocation),  clinical 
symptoms  may  be  exhibited.  Translocations  may  occur 
as  a  result  of  an  isolated  incident  when  both  parents 
are  genetically  "normal"  (de  novo  translocation). 
Chromosomal  rearrangements  that  are  inherited  and 
have  occurred  in  more  than  one  family  member 
(familial  translocation)  have  also  been  noted  to  occur. 


Examples  of  Structural  Chromosomal  Errors 

Down  syndrome 
(Extra  Number  21 -translocation  type) 

Cri  du  chat  syndrome 
(Loss  of  part  of  chromosome  number  5) 


MEDICAL  GENETIC  SERVICES: 
WHAT  THEY  ARE  AND 
WHERE  TO  FIND  THEM 


Medical  genetics,  a  relatively  new  medical 
specialty,  is  being  rapidly  incorporated  into  health 
care.  As  a  school  health  professional  or 
administrator,  it  is  important  to  understand  as 
much  as  you  can  about  medical  genetic  services 
that  are  available  to  individuals  and  families. 

Originally,  genetic  services  were  available  only 
through  academic  university  hospitals  and  public 
health  clinics.  Over  the  past  decade,  however, 
amid  the  emergence  of  numerous  public  and 
private  genetic  centers,  services  of  this  sort  have 
become  available  through  doctors'  offices,  private 
laboratories,  community  clinics,  and  outreach  sites 
in  large  cities  as  well  as  rural  areas. 

Participating  professionals  today  come  from  an 
array  of  specialty  areas,  including  obstetrics, 
gynecology,  pediatrics,  and  internal  medicine. 
Specially  trained  physicians,  nurses,  social 
workers,  postdoctoral  geneticists,  as  well  as 
master's  level  genetic  counselors  often  work 
together  in  interdisciplinary  teams  to  provide 
genetics-based  health  care. 

Medical  genetic  services  have  entered  health  care 
through  three  conduits — professional  services  such 
as  evaluation,  education  and  counseling:  technical 
procedures  such  as  testing  for  purposes  of 
sampling  and  obtaining  information:  and  laboratory 
services  for  analysis  of  the  specimens  obtained. 

The  specialists  likely  to  be  involved  in  genetic 
health  care  include  the  following: 

Medical  Geneticists:  physicians  with  advanced 
training  in  human  genetics,  who  can  provide 
genetic  counseling,  order  genetic  studies  or  tests. 


Examples  of  Numerical  Chromosomal  Errors 

Down  syndrome 
(Extra  Number  21 ) 

Edward's  syndrome 
(Extra  Number  18) 

Patau's  syndrome 
(Extra  Number  13) 

Examples  of  Sex  Chromosome  Errors 

Turner  syndrome 
(Missing  X  chromosome  in  females) 

Klinefelter  syndrome 
(Extra  X  chromosome  in  males) 
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of  a  condition  appearing  in  themselves,  other 
family  members  or  future  children. 


Purpose  of  Genetic  Counseling 

Assess  Concerns 
Gather  Medical  and  Family  Information 
Facilitate  Understanding  of  Medical  Information 
Discuss  Genetic  Tests  and  Options 
Discuss  Treatment  Options 
Assist  with  Decision  Making  and  Adjustment 
Establish  Risk  Rates/Diagnosis/Prognosis 
Provide  Referrals  to  Support  Services  and  Resources 


interpret  the  results,  and  when  possible,  suggest 
treatments  for  genetic  conditions. 

PhD  Geneticists:  laboratory  researchers  with 
advanced  training  in  basic  science,  such  as  molecular 
biology  and  biochemistry,  with  a  doctorate  degree  in 
human  genetics,  who  provide  genetic  counseling  and 
work  with  medical  geneticists. 

Genetic  Counselors:  health  professionals  with  a 
master's  degree  in  human  genetics  and  counseling. 
Most  genetic  counselors  work  with  geneticists, 
providing  education,  pretest  counseling,  and  support. 

Nurse  Genetic  Counselors:  registered  nurse  with 
advanced  education  in  genetics,  who  provides  health 
care,  medical  information,  education,  counseling,  and 
support. 

Embryologist-Teratologists:  most  often  medical 
doctors  specializing  in  fetal  growth  and  development. 
These  professionals  specialize  in  studying  the  effects  of 
teratogens  (harmful  substances)  that  may  interfere  with 
fetal  development. 


GENETIC  COUNSELING 


Ljrenetic  counseling  is  a  communication  process  that 
addresses  the  likelihood  of.  and  effects  resulting  from, 
a  genetic  condition  appearing  in  an  individual  or 
family.  This  relatively  new  health  service  is  provided 
by  professional  genetic  counselors  with  both  a  master's 
degree  (MS  or  MPH)  and  a  background  in  social  work, 
nursing,  public  health,  or  human  biology. 
Master" s-level  genetic  counselors  are  usually  trained  in 
a  two-year  program  incorporating  classes  in  genetics 
and  counseling  skills  with  laboratory  experience  and 
rotations  through  genetics  clinics.  Genetic  counselors 
specialize  in  prenatal  genetics,  pediatric  genetics,  or 
adult  genetics. 

Genetic  counselors  can  be  of  significant  help  to 
individuals  and  families  in  many  ways.  In  addition, 
many  counselors  are  available  to  serve  as  a  resource 
for  health  professionals  working  in  a  variety  of 
||  settings.  The  purpose  of  genetic  counseling  is  to  help 
I  individuals  understand  the  chances  and  consequences 


The  Genetic  Counseling  Process 

Genetic  counseling  can  be  helpful  at  any  stage  of 
life.  Genetic  counseling  can  take  place  in  a 
one-time  session  or  over  a  series  of  sessions  with 
an  individual  and  possibly  other  family  members. 

The  material  covered  with  a  genetic  counseling 
session  will  be  arranged  in  a  particular  fashion, 
depending  on  the  reason  for  counseling  and  the 
style  of  the  counselor.  Typically,  most  genetic 
counseling  sessions  include  the  following  steps: 

•  Discussion  of  reasons  for  meeting  w  ith  a  genetic 
counselor. 

•  Gathering  of  a  complete  personal  and  family 
medical  history,  and  constructing  a  family  tree 
(pedigree).  The  information  may  be  used  to 
generate  a  "risk  figure"  estimating  chances  of 
occurrence  or  reoccurrence  of  a  particular  health 
condition. 

•  A  physical  exam,  if  necessary,  as  well  as  a 
review  of  any  tests  previously  performed. 

•  An  explanation  of  available  genetic  tests  that 
can  reveal  the  pre.  ^nce  or  absence  of  certain 
genes.  This  discussion  incorporates  general 
information  about  each  test  as  well  as  its 
benefits,  risks.  rate  of  accuracy,  and 
experimental  status. 


•  An  explanation  about  the  condition  in  question, 
discussion  of  findings,  and  a  review  of  available 
treatment  options. 

•  A  presentation  of     potential  options,  potential, 
outcomes,  and  resources  that  can  help.  Referrals  to 
other  consumer,  medical,  health,  or  support  services 
are  also  usually  discussed. 

Following  a  genetic  counseling  session,  individuals 
generally  receive  a  confidential  letter  for  their  medical 
records  summarizing  the  findings  and  discussion. 
Further  appointments  may  be  made  depending  on  one's 
needs. 

When  Genetic  Counseling  May  be  Useful 

Some  people  seek  genetic  advice  because  they  have  a 
family  history  of  a  genetic  disorder.  Others  come  in 
search  of  information  or  clarification.  Individuals, 
couples  and  families  are  likely  to  find  genetic 
counseling  helpful  if  they: 

•  Are  pregnant  or  considering  pregnancy,  and 
interested  in  knowing  the  chances  of  having  a  baby 
with  a  disability. 

•  Want  information  about  genetic  tests,  including  their 
risks  and  benefits. 

•  Have  a  child  or  another  relative  with  a  disability 
(such  as  equinovarus,  cleft  lip  or  palate,  spina  bifida, 
or  a  congenital  heart  disorder),  mental  retardation,  or 
a  known  genetic  condition. 

•  Have  a  medical  condition  and  are  wondering  if  it 
could  be  passed  on  to  their  children. 

•  Are  thirty-five  years  or  older,  pregnant  or  considering 
pregnancy,  and  are  concerned  about  the  age-related 
chances  of  having  a  baby  with  a  disability. 

•  Arc  a  known  carrier  for  Tay-Sachs  disease,  cystic 
fibrosis,  sickle-cell  anemia,  or  Huntington's  disease. 

•  Are  pregnant  or  considering  pregnancy,  and  are  on 
medication  for  a  health  condition. 

•  Are  pregnant  or  considering  pregnancy,  and  use 
recreational  drugs  such  as  marijuana,  alcohol, 
cocaine,  or  crack. 


•  Worked  with,  or  have  been  exposed  to,  toxic 
chemicals  or  radiation  (including  X  rays). 

•  Pregnant  and  have  been  exposed  to  infectious 
diseases  such  as  German  measles  (rubella), 
toxoplasmosis,  chickenpox,  cytomegalovirus, 
genital  herpes,  or  AIDS. 

•  Pregnant  or  considering  pregnancy  by  a  blood 
relative. 

•  Have  had  two  or  more  miscarriages  or  stillbirths. 

•  Unable  to  become  pregnant  after  one  year  of 
unprotected  intercourse. 

•  A  member  of  an  ethnic  group  known  to  carry  an 
inherited  condition.  (Jewish  people  of  Eastern 
European  descent  and  French  Canadians  have  an 
increased  chance  of  carrying  the  gene  for 
Tay-Sachs  disease.  People  of  Black,  Hispanic,  or 
Cape  Verdean  descent  have  an  increased  chance 
of  carrying  the  gene  that  causes  sickle-cell 
conditions.  People  of  Italian,  Greek,  or  Asian 
ancestry  have  an  increased  chance  of  carrying 
the  gene  for  thalassemia.  People  of  Portuguese 
descent  have  an  increased  chance  of  developing 
Joseph's  disease.) 


Common   Reasons  for  Genetic  Counseling 

Premarital  Counseling 
Preconception/Prenatal  Counseling 
Personal/Family  History  of  Disability 
Mental  Retardation  of  Unknown  Cause 
Fetal  or  Parental  Exposure  to  Harmful  Environmental 
Agents  (drugs,  alcohol,  infection,  radiation) 

Known  Inherited  Conditions 
Known  or  Suspected  Chromosome  Variations 
Documented  Familial  Conditions 
Multiple  Miscarriages  or  Stillbirths 
Infertility 
Consanguinity  (including  incest) 
Prenatal  Diagnosis 
Concern  or  Anxiety 
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PREVENTING 
GENETIC  DISCRIMINATION 


Over  the  past  few  years  there  has  been  an  increase  in 
attention  paid  to  the  issue  of  genetic  discrimination. 
Genetic  discrimination  occurs  when  individuals  are 
treated  with  a  prejudiced  outlook  or  actions  that  may 
adversely  affect  the  person  or  members  of  her/his 
family.  Such  treatment  is  usually  due  solely  to 
biological  factors  that  cause  a  person  to  differ  from  the 
"normal"  human  genetic  constitution.  Genetic 
discrimination  involves  stigmatization-the  branding 
marking  or  discrediting  of  any  individual  because  of  a 
particular  characteristic.  It  may  occur  in  relation  to 
purchase  of  insurance,  employment,  or  school 
placement.  For  example,  there  have  been  reports  of 
discrimination  occurring  among  students  with  a  known 
genetic  condition;  students  known  to  carry  a  gene  that 
places  her/him  at  increased  risk  for  developing  a  health 
condition;  or  even  among  students  with  known 
relatives  who  are  affected  by  a  genetic  disorder.  For 
example,  in  one  situation  a  child  with  cystic  fibrosis 
was  barred  from  participating  in  team  sports. 

Genetics  raises  a  host  of  privacy  and  confidentiality 
issues  with  regard  to  data  collection  and  who  ought  to 
have  access  to  this  sensitive  medical  information. 
Many  people  feel  genetic-related  information  should  be 
treated  as  unique  from  other  medical  information 
because  it  could  significantly  affect  many  areas  of 
one's  life. 

The  Federal  Privacy  Act  of  1974  requires  that 
well-formulated  procedures  be  set  up  by  states  to 
protect  the  rights  of  privacy  of  individuals  and  their 
families.  Confidentiality  of  medical  records  and 
personal  communication  is  especially  important. 
Policies  maintaining  privacy  of  communication  and 
medical  testing  results,  prohibiting  the  storage  of 
noncoded  information  in  databanks,  and  limiting  access 
are  thought  to  be  essential. 

While  the  issues  relating  to  genetics  and  schools  have 
not  yet  received  widespread  attention,  in  preparing  for 
the  increase  in  knowledge  that  is  likely  to  emerge,  it 
may  be  helpful  to  begin  thinking  about  genetic 
information  in  school  health  records. 


CONFIDENTIALITY  OF  GENETIC 

INFORMATION 

IN  SCHOOL  HEALTH  RECORDS 
Questions  for  Consideration 


ZVie  following  questions  are  designed  to  help 
school  health  personnel  and  administrators  begin  to 
think  about  the  confidentiality  of  genetic 
information  contained  in  school  health  records. 

•  What  type  of  health  records  are  kept  for  students 
with  genetic  conditions? 

•  Is  there  any  personal  genetic  information 
contained  in  school  records? 

•  Is  any  genetic  data  stored,  in  whole  or  in  part,  in 
a  computer  or  electronically  controlled  or 
accessible  files? 

•  Are  there  any  protocols  relating  to  who  will  have 
access  to  genetic  information? 

•  Does  the  use  of  information  have  the  potential  to 
violate  the  privacy  of  students  and  family 
members  or  effect  the  student  in  the  school 
setting?  If  yes,  how? 

•  Are  there  guidelines  in  place  to  protect  privacy 
and  confidentiality  of  genetic  health  information? 

•  Under  what  circumstances,  if  any.  should  genetic 
information  be  disclosed  to  third  parties'1 

•  What  social,  ethical  or  legal  considerations  may 
arise  from  current  practices  with  regard  to 
genetic  information? 

•  Are  there  any  situations  in  which  genetic 
information  may  be  used  unfairly,  i.e..  with  the 
potential  to  stigmatize  students  or  deny  services 
or  benefits? 

•  Is  there  a  mechanism  for  obtaining  student/ 
parental  consent  with  regard  to  documenting  or 
discussing  personal  genetic  information  .1 

•  Is  approval  for  the  storage,  release,  or  future  use 
of  any  genetic  information  required  by  students 
or  parents'? 
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SUMMARY  OF 
GENETIC  APPLICATIONS  IN 
HEALTH  CARE 


The  following  chart  outlines  current  applications  of 
genetics  to  maternal/child  health  care.  These 
applications  are  expected  to  expand  in  the  future. 

Newborn  Genetic  Screening 
(in  Massachusetts) 
Inborn  Errors  of  Metabolism 

Phenylketonuria 
Biotinidase  Deficiency 
Galactosemia 
Homocystinuria 
Hypothyroidism 
Maple  Urine  Syrup  Disease 

Sickle  Cell  &  Other  Hemoglobinopathies 

Sickle  Cell  Disease 
Thalassemia 

Infectious  Diseases 

Toxoplasmosis 
Cytomegalovirus 
HIV  (anonymous) 

On  the  Horizon 

Cystic  Fibrosis 
Chromosomal  Screening 

Carrier  Screening  Tests 

Sickle  Cell  Conditions 
Cystic  Fibrosis 
Tay-Sachs 
Thalassemia 

Prenatal  Genetic  Screening  and  Diagnosis 

Preimplantation  Genetic  Diagnosis 
Maternal  Serum  Alpha-Fetoprotein  (MSAFP)  Screening 
AFP  PLUS.  Triple  Test.  Enhanced  AFP  Screening 
Ultrasound  (Abdominal/Vaginal ) 
Amniocentesis  (Early  Amniocentesis) 
Chorionic  Villus  Sampling  (CVS) 
Percutaneous  Umbilical  Blood  Sampling  (PUBS) 
DNA  Studies 

Presymptomatic  Genetic  Screening 

Huntington  Disease 
Cancer  (Brain.  Breast,  Ovarian,  Colon,  etc.) 
Heart  Disease 
Other  Conditions 


TEACHING  ABOUT 
HUMAN  GENETICS 
IN  THE  CLASSROOM 


1  he  revolution  that  is  taking  place  in  genetics 
today  will  have  its  greatest  impact  on  society 
during  the  next  decade  and  the  next  century. 
Today's  students  will  be  tomorrow's  leaders  and 
they  will  need  to  make  decisions  that  will  dictate 
social  action  and  govern  legal  rights  concerning 
the  issues  raised  by  genetics.  By  enhancing 
genetic  literacy  and  sensitizing  students  to  the 
ethical,  legal  and  social  implications  of  genetic 
research  and  testing,  many  students  may  find  some 
aspect  of  this  field  of  interest,  and  may  be  apt  to 
choose  a  genetics  profession.  No  matter  what 
curriculum  is  being  used  in  the  classroom,  there 
are  a  few  general  suggestions  that  teachers  have 
found  helpful  when  introducing  this  subject.  Some 
of  these  are  listed  below. 

•  Establish  a  comfortable  environment  in  the 
classroom. 

•  Inform  the  students  that  some  of  the  topics  may 
evoke  many  emotions. 

•  Be  aware  that  some  students  or  someone  in  their 
families  may  have  a  genetic  condition  or  may 
have  had  a  personal  experience  with  genetic 
testing  or  the  conditions  under  discussion. 
Teachers  may  want  to  let  students  know  that 
they  will  be  available  to  talk  with  students 
before  the  lessons  on  human  genetics  begin. 
Some  students  may  be  adopted  or  may  not  know 
their  family  history.  When  indicated, 
acknowledge  the  diversity  of  the  students  and 
provide  for  alternate  discussion  and  learning 
experiences. 

•  Try  to  bridge  the  humanistic  and  scientific 
aspects  of  genetic  material  in  the  curriculum. 

•  Try  to  initiate  as  much  discussion  as  possible 
and  encourage  students  to  express  their  feelings 
about  developments  in  the  field.  Remind 
students  that  every  person  is  entitled  to  her/his 
own  feelings  and  choices. 

•  When  discussing  genetic  conditions  and 
disabilities,  try  to  avoid  using  value-laden  terms 
or  phrases.  When  referring  to  a  person  with  a 
disability,  use  phrases  as  "a  child  with  Down 
syndrome"  rather  than  "a  Down  syndrome  child." 
This    helps    to    reinforce    that    people  are 
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individuals  first,  not  just  their  disability. 

•  When  discussing  genetic  testing,  remind  students  that 
there  are  many  new  tests  on  the  horizon  and  that 
rarely,  if  ever,  is  a  test  100%  accurate,  nor  can  they 
always  predict  with  certainty  the  degree  of  a 
disability. 

•  If  you  are  using  a  curriculum  that  contains  videos  or 
slides  of  individuals  with  special  needs,  review  these 
carefully  and  try  to  determine  whether  they  express 
the  range  of  effects  of  a  conditions  or  if  they  present 
a  unidimensional  focus. 

•  Approach  teaching  about  developments  about 
genetics  with  fun  and  enjoy  the  new  experiences  and 
thoughts  that  it  will  bring  to  you,  personally  and 
professionally,  as  well  as  to  the  students. 


The  author  wishes  to  thank  Philip  Reilly,  MD.  .ID. 
Executive  Director  of  the  Shriver  Center  located  in 
Waltham,  Massachusetts,  for  his  review  of  this 
manuscript  in  draft  form. 


WHEN  A  CHILD 
WITH  SPECIAL  HEALTH  CARE  NEEDS 
ENTERS  SCHOOL 

by  Tbnaree  Bierle,  RN,  BSN 


You  have  been  informed  that  a  child  with  cystic 
fibrosis  is  starting  kindergarten  in  your  school  in  late 
August.  You  know  the  child  has  health  needs 
regarding  medications,  nutrition,  .spiratory  difficulties, 
toileting,  and  energy  level  during  physical  activities. 
How  do  you  work  with  the  parents  to  develop  a 
student  health  care  plan? 

The  Health  Care  Plan  and  the  School  Nurse 

The  Massachusetts  Board  of  Registration  in  Nursing 


School  Nursing  position  statement  from  February 
1993  indicates  "the  registered  nurse  practicing  as 
a  school  nurse:  (1)  develops  a  nursing  care  plan 
for  every  student  with  special  health  care  needs 
requiring  nursing  assessment,  intervention  or 
supervision;  (2)  ensures  that  the  student  and  family 
are  involved  in  the  decision-making  related  to 
provision  of  health  care  in  school;  (3)  participates 
as  a  member  of  the  IEP  team;  and  (4)  ensures  that 
the  necessary  and  appropriate  resources  are 
available  to  all  persons  who  are  responsible  for 
providing  school  health  care,  before  a  child  is 
placed  in  the  classroom." 

Early  Planning 

Involving  parents/family  members  and  (where  age 
appropriate)  students  in  developing  the  plan  is 
essential.  School  nurses  often  think  through  with 
teachers,  and  principals,  what  some  of  the  best 
ways  are  to  inform  parents  before  the  school  year 
begins  (or  before  the  student  transition  to  a  new 
class/school)  that  health  care  plans  are  necessary 
documentation  and  should  be  completed  as  early 
as  possible.  School  nurses  covering  preschool 
programs  should  gather  necessary  information 
from  Early  Intervention  staff  and  Preschool  or 
Early  Childhood  Coordinators.  When  a  child  with 
special  health  needs  was  moving  several  towns 
away,  Kathleen  Vannini,  elementary  school  nurse 
in  Longmeadow,  found  it  helpful  to  forward  a 
child's  health  care  plan  to  the  new  school  nurse 
after  she  obtained  parental  permission.  "I  like  the 
fact  that  everything's  all  written  out...  and  it's  a 
team  effort  involving  the  families  and  the  doctors. 
After  the  teachers  review  the  information  they're 
a  little  more  at  ease..." 

In  Children  and  Youth  Assisted  by  Medical 
Technology  in  Educational  Settings:  Guidelines 
for  Care,  2nd  Edition  (in  press)  the  following 
components  of  the  health  care  plan  are  listed: 

-  identifying  student  information 

-  brief  health  history  and  baseline  health  status. 

-  special  health  care  needs/procedures  in  school, 
medications,  diet/nutrition. 

-  equipment,  possible  problems  and  interventions, 
transportation, 

-  emergency  plan  in  school  and  transit,  and 

-  signatures  endorsing  approval  of  the  plan  by 
parent/guardian,  school  nurse.  education 
coordinator,  and  review  by  physician. 

The  school  nurse,  in  collaboration  w  ith  the  family 
and  primary  health  care  providers,  will  then: 


For  questions  or  concerns  relating  to  genetics,  or, 
for  referral  to  genetics  professionals  or  consumer 
support  groups,  please  contact: 

Robin  JR  Blatt,  RN,  MPH,  Coordinator 
Massachusetts  Genetics  Program 
Div.  for  Children  with  Special  Health  Care  Needs 
Bureau  of  Family  and  Community  Health 
250  Washington  Street,  4th  floor 
Boston,  MA  02108 
tel:  617-624-5693     fax:  617-624-5990 
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-  assess  the  knowledge  and  skill  level  required  of  the 
child-specific  health  care  giver  at  school, 

-  be  aware  of  laws  and  nursing  standards  that  govern 
the  delegation  of  health  procedures  (specifically  the 
Board  of  Registration  in  Nursing  regulations 
governing  delegation), 

-  incorporate  health  care  plan  information  into  the  IEP 
or  504  student  accommodation  plan,  and 

-  determine  the  appropriate  person(s)  to  provide  health 
care  procedures. 

You  may  want  to  ask  your  nursing  colleagues  what 
health  care  plan  forms  they  like  or  have  developed,  and 
if  anyone  is  putting  those  formats  on  a  computer  data 
base  or  using  computer  software  that  include  health 
care  plan  formats. 

The  Department  of  Public  Health  School  Health  Unit 
staff  are  reviewing  their  Enhanced  School  Health 
programs  (36  schools)  to  gather  information  about  how 
many  student  health  care  plans  are  being  developed  in 
those  school  systems  and  what  formats  are  useful. 

Lorraine  Kuplast,  Nurse  Supervisor  for  Brockton 
Public  Schools,  summarizes,  "Working  with  parents  on 
health  care  plans  has  been  totally  positive. ..the  process 
also  establishes  a  good  rapport  with  teachers  and  the 
rest  of  the  education  team.  Parents  advocate  more  for 
school  nurses  now. ..and  our  school  nurses  are  part  of 
the  weekly  education  planning  teams."  Everyone 
seems  more  comfortable  and  secure  with  the  student's 
care  when  a  health  care  plan  is  in  place  and  really 
used. 

Health  Care  Plan  Resources: 

Chauvin.  VG.  (1994)  Students  with  Special  Health  Care  Needs: 
A  Manual  tor  School  Nurses,  vol  I.  Scarborough.  ME  .  National 
Association  of  school  nurses. 

Massachusetts  Department  of  Public  Health  (1995).  The 
Comprehensive  School  Health  Manual.   Boston,  MA. 

Haas.  MB  et  al.  (1993).  The  School  Nurse's  Sourcebook  of 
Individualized  Healthcare  Plans.  North  Branch.  MN:  Sunrise 
River  Press. 

Jackson.  P.,  &  Vessey.  J.  (  1992).  Primary  Care  of  the  Child  with 
a  Chronic  Condition.  St.  Louise.  MO:   Mosby  Yearbook. 

Porter..  S..  Haynie.  M..  Bierle.  T..  Calwdell.  TH.  &  Palfrey.  JS. 
(in  press).  Children  alio  Youth  Assisted  By  Medical  Technology 
in  Education  Settings:  Guidelines  for  Care.  2nd  edition. 
Baltimore.  MD:   Paul  Brookes  Publishing  Co. 

Schwab.  N.  (  1995).  Guidelines  for  the  Management  of  Students 
with  Genetic  disorders:  A  Manual  for  School  Nurses.  3rd  edition. 
Mount  Desert.  ME:   New  England  Regional  Genetics  Group. 


Other  Resources: 

Massachusetts  Board  of  Registration  in  Nursing:  School 
Nursing  position  statement,  2/93.  Bette  Lindberg  MSN.  RN- 
Nursing  Practice  Coordinator  617-727-9960. 


CHANGING  STUDENT  POPULATIONS 

by  Nadine  Schwab,  RN,  MPH,  CSN 


Children  with  serious  genetic  disorders  and  other 
chronic  health  conditions  are  increasingly 
participating  in  public  school  programs  across  the 
country.  While  some  children  with  chronic  health 
care  needs  and  genetic  disorders  are  in  special 
education  settings,  an  expanding  number  are  in 
neighborhood  schools  and  regular  classrooms.  As 
a  result,  schools  serve  a  growing  population  of 
students:  those  who  require  clinical  nursing 
services  and  other  health  and  education  supports  in 
order  to  maintain  their  health  in  school  and  profit 
from  their  educational  program. 

The  challenges  of  serving  students  with  genetic 
disorders  are  similar  to  those  of  serving  all 
students  with  special  health  care  needs. 

Students  with  special  health  care  needs  can  be 
defined  as  those  who  require  technology,  health 
services  and/or  some  other  form  of 
health-related  support  services  or  program 
modifications  in  order  to  access  an  appropriate 
educational  program.  This  definition  is  intended 
to  include  "the  entire  range  of  students  with 
special  health  care  needs,  whether  physiological  or 
psychological  in  nature,  on  a  continuum  from  mild 
to  severe  and  with  actual  or  potential  health 
service  needs  that  must  be  addressed  within  school 
environments."  That  continuum  is  important  to 
understand,  since  the  effects  of  a  disease  in  one 
child  can  differ  greatly  from  the  effects  of  the 
same  disease  in  another. 

Some  of  the  factors  that  affect  the  course  of 
disease  and  related  health  care  needs  of  children 
with  genetic  conditions  include: 

•  Specific  diagnosis; 

•  Age  at  onset  of  symptoms; 

•  Natural  course,  duration,  and  severity  of 
disease; 

•  Chronologic  age  of  child  compared  to 
developmental  stage; 

•  Treatment  regimens; 

•  Family  circumstances; 
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•  Impact  on  the  child  and  family  (functional, 
psychological,  cultural  and  financial); 

•  Visibility  of  the  condition;  and 

•  Long  term  outcomes  (stability  or  deterioration). 

Some  students  require  only  initial  assessment  and 
periodic  monitoring  and  support  by  the  school  nurse. 
Many  others  require  sophisticated  health  care  services 
during  the  school  day,  special  safety  considerations, 
program  modifications  and  other  adaptations  and 
support  services.  In  order  to  profit  from  their 
educational  program,  students  with  more  complex 
needs  may  require: 

•  clinical  nursing  services  and  supervision  on  a 
daily  basis; 

•  frequent  reassessment  of  health  status; 

•  multidisciplinary  planning,  intervention  and 
evaluation; 

•  special  preparation  of  school  staff;  and  intense 
collaboration  with  the  student,  family  members, 
educators  and  community  health  care  providers 
(primary,  secondary,  and  tertiary). 

With  society's  increasing  awareness  of  the  capabilities 
of  children  and  adults  with  disabilities,  improvements 
in  educational  programs  and  adaptations,  and  enhanced 
collaboration  among  families,  educators  and  health 
professionals,  children  with  genetic  disorders  today 
have  new  opportunities  to  maximize  their  potential  for 
learning  and  maturing  into  productive  members  of  their 
communities.  School  personnel  can  promote  and 
facilitate  opportunties  for  such  students. 

This  tit' tit  U  mis  reprinted  with  permission  from,  Guidelines  far  the  Management 
of  Students  with  Genetic  Disorders:  \  Manual  for  School  Nurses  published  by 
unit  tiMiihthle  from  the  New  England  Regional  Geneth  \  Group  (NERGt!) 

UPDATES.  .  .  . 


UMASS-SIMMONS 
SCHOOL  HEALTH  INSTITUTE 
1996  SCHOOL  HEALTH 
FELLOWSHIP  PROGRAM 


1  he  UMass-Simmons  School  Health  Institute  is 
pleased  to  announce  the  recipients  of  the  1996  School 
Health  Fellowship  Program.  Fourteen  school  nurses 
from  across  the  Commonwealth  have  been  selected  to 
participate  as  School  Nurse  Interns  in  this  innovative 
Fellowship  Program.  These  school  nurses  were 
selected  on  the  basis  of  their  professional  credentials. 


personal  essays  and  the  support  of  their 
supervisors  and  principals. 

The  School  Health  Institute  Fellowship  Program  is 
designed  to  enhance  the  role  of  practicing  school 
nurses  through  a  comprehensive  professional 
development  and  clinical  mentoring  program.  This 
Internship  Program  is  designed  to  assist  school 
nurses  in  the  development  of  new  knowledge  and 
skills  necessary  to  advance  quality  comprehensive 
school  health  programs  in  Massachusetts  schools. 
All  Interns  will  attend  a  series  of  regional 
educational  workshops  offered  by  the  UMass- 
Simmons  School  Health  Institute,  participate  in 
two  statewide  spring  conferences.  School  Health 
Update  and  Creating  Effective  School  Health 
Centers,  and  attend  a  4  day  Summer  Institute  to  be 
held  at  the  University  of  Massachusetts  at 
Amherst.  July  8-11,  1996.  The  selected  School 
Nurse  Interns  will  also  participate  in  an  innovative 
clinical  program  which  will  allow  them  to  spend 
two  days  with  a  UMass-Simmons  School  Health 
Institute  Fellow.  This  clinical  internship  will  occur 
in  a  Massachusetts  public  school  which  has  either 
a  quality  school  health  program  or  a  functioning 
School  Based  Health  Center.  In  this  way.  the 
selected  interns  will  have  hands-on  experience  in 
an  exemplar  school  and  participate  and  learn  from 
the  operations  of  such  a  program.  Information  and 
innovation  thus  acquired  will  provide  the  basis  for 
enhanced  practice  in  the  intern's  home  school. 

Interns  receive  tuition  scholarships  for  all 
educational  offerings  and  upon  completion  are 
awarded  a  Certificate  documenting  this 
accomplishment  as  an  Intern  in  the  Fellowship 
Program. 


This  year's  1996  School 

Health  Institute  Interns 

are  as  follows: 

Bonniejean  Alt 

Sturbridge.  MA 

Judith  Balestracci 

So.  Dartmouth.  MA 

Barbara  Boudway 

Leeds.  MA 

Marx  Canniff 

Norwood.  MA 

Robin  Davis 

Abingron,  MA 

Eileen  DiBattista 

Sloneham.  MA 

Barbara  Files 

Watertown,  MA 

Christine  Lee 

Framtngham.  MA 

Sue  Mitchell 

Colrain.  MA 

Joan  Puccini 

Ravnham.  MA 

Antonia  Rickles 

Northampton.  MA 

Lxnne  Robuccio 

Leominster.  MA 

Norma  Rusluon 

Boxfprd,  MA 

Maureen  Travis 

Wilmington.  MA 

IS 


A  reception  honoring  their  selection  as  Interns  in  the 
UMass-Simmons  School  Health  Institute  1996 
Internship-Fellowship  Program  was  held  at  the 
Sheraton  Tara  in  Framingham  on  January  18,  1996. 
Also  present  at  this  reception  were  the  Directors  of  the 
Institute  and  Anne  Sheetz,  Tom  Comerford  and  Joanne 
Buffington  from  the  Massachusetts  Department  of 
Public  Health,  School  Health  Unit. 


MASSACHUSETTS  ADOLESCENT 
HEPATITIS  B  INITIATIVE 

by  Gail  Chaffee 


In  1995,  universal  adolescent  hepatitis  B  immunization 
was  approved  by  the  Advisory  Committee  on 
Immunization  Practices  ( ACIP).  This  recommendation, 
which  expands  the  strategy  to  eliminate  hepatitis  B 
virus  (HBV)  transmission  in  the  United  States,  includes 
vaccination  of  all  11-12  year  old  children  who  have 
not  previously  received  hepatitis  B  vaccine.  This 
should  result  in  a  more  rapid  decline  in  the  incidence 
of  HBV  infection.  Because  of  cost  and  vaccine 
availability,  a  phased-in  "catch  up"  program  was 
recommended.  In  November  1995,  the  Massachusetts 
Immunization  Program  began  distribution  of  hepatitis 
B  vaccine  to  primary  care  providers  and  schools  for 
immunization  of  children  who  will  enter  7th  grade  in 
1996  (or  12  years  old  in  an  ungraded  classroom). 

The  hepatitis  B  virus  causes  severe  inflammation  of  the 
liver,  is  easily  transmitted,  and  one  cannot  tell  who  is 
infected.  There  is  no  specific  treatment  for  acute 
hepatitis  B  infection  and  it  may  go  on  to  cause  severe 
liver  cancer  in  later  years.  Many  recover  from  the 
illness  but  some  become  chronic  carriers  and  remain 
infectious  to  others  during  their  entire  life.  There  are 
an  estimated  1.2  million  hepatitis  B  carriers  in  the 
United  States  and  over  half  of  them  may  not  know 
they  are  carriers.  (Adolescents  are  most  at  risk  for 
contracting  the  disease  and,  with  only  \%  of  this  age 
group  immunized,  it  is  most  effective  to  protect  them 
before  they  are  exposed  to  the  high  risk-taking 
behaviors.) 

Hepatitis  B  is  transmitted  through  exposure  to  blood  or 
other  body  fluids,  through  sexual  contact,  and  from 
mothers  to  infants  primarily  at  the  time  of  birth.  It 
also  can  be  acquired  by  close  household  contact  within 
families,  from  person  to  person  through  contact 
between  open  skin  lesions,  and  possibly  by  exposure  of 
mucous  membranes  to  other  infected  body  fluids,  such 
as  saliva.  ' 


Immunization  of  adolescents  can  be  achieved  in  a 
variety  of  health  care  delivery  settings.  The 
feasibility  of  vaccinating  adolescents  has  been 
demonstrated  in  a  number  of  settings  including 
pediatric  offices  and  school-based  programs  with 
minimal  disruption.  In  Massachusetts 
demonstration  projects  in  Framingham  and  Natick 
have  been  very  successful  in  immunizing 
adolescents  in  schools.  Individuals  must  receive 
three  doses  for  optimal  protection,  and  programs 
implemented  through  the  schools  show  high 
completion  rates  over  the  4-6  months'  schedule. 
The  vaccine  is  very  safe  and  highly  effective  in 
providing  protection  against  the  hepatitis  B  virus. 
The  Massachusetts  Chapter  of  the  American 
Academy  of  Pediatrics  (MCAAP)  and  the 
Massachusetts  Academy  of  Family  Practitioners 
(MAFP)  support  the  adolescent  hepatitis  B 
program  and  its  expansion  into  schools. 

The  Massachusetts  Immunization  Program  has 
received  over  200  inquiries  for  materials  to 
implement  the  6th  grade  program  in 
Massachusetts.  A  number  of  schools  have  begun 
implementing  hepatitis-  B  immunizations  in  their 
facilities.  Many  of  these  have  identified 
community  resources  to  assist  them.  The 
resources  include  the  VNA,  local  boards  of  health, 
civic  organizations,  such  as  the  Rotary,  and  their 
local  hospitals  and  HMOs. 

The  educational  component  of  this  program  is 
equally  as  important  as  the  vaccines  in  the  effort 
to  increase  awareness  about  this  serious  disease. 
Adolescents  average  less  than  one  medical  visit 
each  year,  so  immunization  initiatives  in  schools 
may  offer  the  best  hope  for  reaching  this  group. 
The  classroom  provides  an  important  opportunity 
to  disseminate  information  about  hepatitis  B. 
infection  and  its  prevention.  Information  about 
disease  prevention  encourages  adolescents  to 
become  informed  participants  in  their  health  care. 
A  universal  adolescent  vaccination  program  would 
result  in  the  most  immediate  health  benefits  and 
acceleration  toward  the  eradication  of  hepatitis  B 
in  the  United  States.  : 

In  many  areas,  school  nurses,  school  physicians, 
health  educators,  public  health  nurses,  boards  of 
health  and  VNA's  have  provided  the  impetus  to 
initiate  hepatitis  B  immunization  and  education  in 
their  schools.  Informational  material,  curriculums. 
videos  and  guidelines  have  been  developed  and 
can    be    obtained    through    the  Massachusetts 
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Immunization  Program.  If  you  are  interested  in 
implementing  this  program  in  your  school,  or  would 
like  more  information,  please  contact  Gail  H.  Chaffee, 
RN,  Adolescent  Hepatitis  B  Coordinator,  Massachusetts 
Immunization  Program  at  (617-983-6800). 

References: 

American  Academx  of  Pediatrics      Universal  hepatitis  B  immunization 
Pediatrics  1992:89:795-800 
3    Lawrence.  S  B..  Monique  and  Goldstein.  M.D..  F.S.A.M..  Mark  A.  Hepatitis 
B  Immunization  in  Adolescents    Journal  of  Adolescent  Health  1 995: 1 7:234- 
243. 


MASSACHUSETTS  CARING 
FOR  CHILDREN  FOUNDATION  INC. 

By  Susan  Egmont 


FREE  HEALTH  INSURANCE  is  available  to 
Massachusetts  children  in  need,  and  school  nurses  and 
other  staff  can  play  a  valuable  role  in  connecting 
families  with  the  Caring  Program  of  Massachusetts 
Caring  for  Children  Foundation  Inc.  located  at  100 
Summer  Street  14th  Floor  Boston,  Ma  02110.  The 
Caring  for  Children  Foundation  was  established  in 
1992  and  makes  coverage  available  statewide  based  on 
contributions  by  foundations,  corporations,  individuals, 
religious  and  civic  groups.  Blue  Cross  Blue  Shield  of 
Massachusetts  supports  the  program's  administrative 
costs  so  that  100%  of  donations  from  the  community 
go  directly  to  providing  health  care  for  children. 

Eligibility:  Children  qualify  for  free  health  coverage 
if: 

-  Their  family  cannot  qualify  for  Medicaid  yet  their 
income  is  below  200%  of  the  federal  poverty 
guidelines.  For  example,  a  family  of  four  can  earn 
up  to  $30,300; 

-  They  are  residents  of  Massachusetts; 

-  They  are  unmarried; 

-  They  are  between  13  and  19  years  of  age  or 

-  They  are  between  birth  and  12  years  of  age  and  are 
unable  to  enroll  in  Children's  Medical  Security  Plan 
(effective  April  1).  For  information  on  Children's 
Medical  Security  Plan  please  call  1-800-909-2677. 

Immigration  status  is  not  a  factor  in  determining 
eligibility.  Many  Caring  Program  families  are  self- 
employed,  have  jobs  where  health  insurance  is  not 
ottered,  or  work  several  part-time  jobs.  Some  have 
had  unexpected  events  which  have  left  them 
temporarily  unable  to  cover  all  the  family's  expenses. 


Benefits:  Children  covered  under  the  Caring 
Program  receive  Blue  Cross  Blue  Shield  health 
insurance  which  provides: 

-  An  annual  physical  exam  and  routine  tests; 

-  Unlimited  sick  visits  to  the  Blue  Cross  Blue 
Shield  provider  of  their  choice; 

-  Prescription  drugs  up  to  $100  per  year  ($200 
effective  April  1); 

-  Two  dental  visits  per  year  up  to  SI, 000; 

-  Mental  health  services  up  to  S500  per  year 
(effective  April  1) 

-  Emergency  care  up  to  $1,000. 

Families  are  asked  to  provide  verification  of 
income  and  mailing  address,  and  multi-lingual 
customer  service  is  available.  There  is  never  any 
cost  to  the  family  of  the  child  receiving  coverage. 
Applications  in  English,  Spanish  and  Portuguese 
are  available  by  calling  1-800-221-2259. 


SCHOOL-BASED  HEALTH  CENTERS 

by  Anne  DeMatteb 


STATE  MEETINGS 

School-based  health  center  meetings  in  1996  are 
scheduled  for  Thursday,  February  29,  1996  and 
Thursday,  May  2,  1996.  The  day  long  meetings 
sponsored  by  the  Department  of  Public  Health  will 
be  held  at  the  Keefe  Technical  High  School  in 
Framingham.  Prior  to  the  planned  meetings 
agendas  will  be  sent  to  administrative  and  program 
contacts  at  the  centers. 

QUALITY  STANDARDS 

Department  staff  will  continue  to  conduct  site 
visits  to  school-based  health  centers  funded  by  the 
department.  The  visits  are  made  to  evaluate  the 
center's  compliance  with  quality  of  care  standards 
developed  jointly  by  the  Department  of  Public 
Health  and  the  Division  of  Medical  Assistance.  If 
you  would  like  a  copy  of  the  standards,  please  call 
Anne  DeMatteis  at  (617)  624-5473. 

NOTICE  OF  NATIONAL  MEETING 

The  National  Assembly  on  School-Based  Health 
Care's  annual  conference  "Promoting  Partnerships 
for  the  Future  of  Our  Youth"  will  be  held  on  June 
27-29,  1996  at  the  Radisson  Plaza  Lord  Baltimore 
Hotel  in  Baltimore.  Maryland.  Those  interested  in 
more  information  may  contact  the  National 
Assembly  on  School-Based  Health  Care.  672cS  Old 
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McLean  Village  Drive,  McLean,  VA  22101.  The 
telephone  number  is  (703)  556-0411  and  FAX  (703) 
556-8729. 


MASSTART 

by  Anne  Looney-Connole 


Masstart  (Massachusetts  Technology  Assistance 
Resource  Team),  sponsored  by  the  Massachusetts 
Department  of  Public  Health,  Bureau  of  Family  and 
Community  Health,  is  currently  providing  services  to 
children,  families  and  school  systems  statewide  through 
regionally  based  MASSTART  vendors.  Each  of  the 
vendors  has  been  chosen  for  its  extensive  experience 
providing  comprehensive  health  care  services  to 
children  and  adolescents  with  a  full  range  of 
technology  needs  (e.g.  tracheostomy,  gastrostomy, 
central  lines  etc.),  as  well  as  the  ability,  experience  and 
interest  in  providing  appropriate  instruction  and 
orientation  on  the  health  and  technology  needs  of 
children  to  school  personnel. 

MASSTART  vendors  are  available  to  provide  these 
services: 

-  Consulting  with  educators,  families  and  school 
nurses  to  plan  for  entrance  into  school  of  children 
assisted  by  medical  technology; 

-  Acting  as  a  liaison  between  family  and  school; 

-  Training  school  personnel  to  meet  care  needs  of 
individual  children; 

-  Assisting  in  the  development  of  child-specific  health 
care  and  emergency  plans; 

-  Conducting  educational  seminars  and  inservice 
training  programs; 

-  Providing  information,  referral  and  resources 
concerning  services  for  children  assisted  by  medical 
technology. 

Call  the  MASSTART  vendor  in  your  region  for  more 
specific  information.  All  services  are  provided  free  of 
charge. 

Greater  Boston  and  Northeast  Regions 

Children's  Hospital  Medical  Center 
Project  School  Care 
300  Long  wood  Avenue 
Boston,  MA  021  15 

Contacts:Timaree  Bierle  RN.  BSN.  Stephanie  Porter  RN.BSN 
(617)  355-6714  FAX:  (617)  355-7940 

Southeast  Region 

Centrus  Premier  Home  Care  Inc. 25  Water  Street 
Plymouth.  MA  02360-4041 
Contact:  Jean  Coughlin  RN,  BS 

(508)  747-3521   (800)  698-8200  FAX:  (508)  746-6706 


Central  Region 

University  of  Massachusetts  Medical  Center 

Pediatric  Pulmonary  and  Cystic  Fibrosis  Center 

55  Lake  Avenue  North 

Worcester.  MA  01655 

Contact:  Dorothy  Page  FNP,  MSN 

(508)  856-4155  FAX:  (508)  856-2609 

Western  Region 

Baystate  Medical  Center  Children's  Hospital 

West  MASSTART 

759  Chestnut  Street 

Springfield,  MA  01 199 

Contact:  Shirley  Laroche  RN 

(413)  784-5434  FAX:  (413)  784-3623 

DPH  MASSTART  Coordinator 

Anne  Looney-Connole  RN.  M.Ed. 
Department  of  Public  Health 

Division  for  Children  with  Special  Health  Care  Needs 
250  Washington  Street.  4th  floor 
Boston,  MA  02108-4619 

(617)  624-5978  or  (617)  624-5970  FAX:  (617)  624-5990 


"Friends  of  School  Nursing  Award" 

The  Massachusetts  School  Nurse  Organization 
awarded  its  "Friend  of  School  Nursing  Award"  to 
the  Massachusetts  Department  of  Public  Health 
School  Health  Advisors,  Connie  Brown.  Peg  Blum. 
Joanne  Buffington  and  Alice  Morrison,  at  its 
annual  dinner  on  January  24.  1996. 
Congratulations  to  the  School  Health  Unit  Staff! 


"Outstanding  Service  Award" 

The  National  Scoliosis  Foundation  awarded  the 
Massachusetts  Department  of  Public  Hr  'th. 
Bureau  of  Family  and  Community  Health.  Division 
of  Prevention,  School  Health  Unit,  its  Outstanding 
Service  Award  for  supporting  quality  postural 
screening  programs  in  the  Commonwealth's 
schools.  Thomas  Comerford  accepted  the  award  at 
the  National  Scoliosis  Foundation  annual  dinner. 


IS 


ITS  TIME  WE  MADE  SMOKING  HISTORY 


DID  YOU  KNOW.....? 


♦  Cigarette  additives  include  arsenic  (poison)  ammonia  (toilet  bowl  cleaner),  carbon  monoxide  (car 
exhaust  fumes),  methane  (swamp  gas),  acetone  (nail  polish),  and  formaldehyde  (used  to  preserve 

dead  bodies).  (Source:  American  Council  on  Science  and  Health). 

♦  The  tobacco  industry  spends  an  estimated  $100  million  annually  in  Massachusetts  on  advertising 
and  promotion.  The  Massachusetts  Department  of  Public  Health  spent  $14  million  in  a  year  on 
a  media  campaign. 

-  By  the  end  of  fiscal  1994,  youth  awareness  of  anti-smoking  advertising  was  higher  than  awareness 
of  cigarette  advertising. 

-  Over  70%  of  Massachusetts  residents  recognize  the  tag  line,  "It's  time  we  made  smoking  history.  " 

-  The  media  campaign  reached  96%  of  adult  smokers. 

-  The  media  campaign  reached  94%  of  kids  with  13  prevention  messages.  Source:  Massachusetts  Tobacco 

Control  Program  Results) 

♦  "X"  cigarettes,  modeled  after  Malcolm  X,  targeting  minorities  were  forced  out  of  the  Boston 
market.  (Source:  Massachusetts  Tobacco  Control  Program  Results) 

♦  An  estimated  35,000  teens  were  current  users  of  smokeless  tobacco  according  to  a  1993  survey  of 
Massachusetts  public  school  students.  Of  those  35,000,  approximately  90%  were  males  and  many 
were  student  athletes. 

[Source:  Massachusetts  TobaCCO  Control  Program  -Teens  and  Smokeless  Tobacco) 

For  additional  information  about  the  Massachusetts  Tobacco  Control  Program,  please  call  (617)  624-5200. 
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PLEASE  NOTE 

As  of  December,  1995. 
The  Department  of  Public  Health 

has  moved  to: 

250  Washington  Street 

4th  floor 
Boston,  MA  02108-4619 


MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH 
BUREAU  OF  FAMILY  AND  COMMUNITY  HEALTH 
DIVISION  OF  PREVENTION 
SCHOOL  HEALTH  UNIT 
250  WASHINGTON  STREET,  4TH  FLOOR 
BOSTON,  MA  02108-4619 
FAX:  (617)  624-5922  or  (617)  624-5075 


Anne  Sheetz,  Director  (617)  624-5070 

Anne  DeMatteis,  School  Based  Health  Center  Program,  (617)  624-5473 
* Alice  Morrison,  School  Health  Advisor  (617)  624-5476 
Mary  Terrell,  School  Health  Advisor  (617)  624-5475 
Tom  Comerford,  School  Health  Coordinator  (617)  624-5472 
Janet  Burke,  Administrative  Secretary  (617)  624-5070 
Leslie  Frank,  Program  Coordinator  (617)  624-5474 


REGIONAL  SCHOOL  HEALTH  ADVISORS 


WESTERN  REGION 

Constance  Brown,  R.N.,  M.Ed. 
Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health 
23  Service  Center 
Northampton,  MA  01060 
(413)  586-7525  or 

1-800  445-1255  from  413  area  code  only 
FAX:  (413)  784-1037 


CENTRAL  REGION 

Joanne  Buffington,  R.N.,  M.S. 
Massachusetts  Dept.  of  Public  Health 
Bureau  of  Family  and  Community  Health 
180  Beaman  Street  (Route  140) 
West  Boylston,  MA  01583 
(508)  792-7880 
FAX:  (508)  792-7706 


NORTHEAST  REGION 

Margaret  Blum,  R.N.C.,  M.A. 

Massachusetts  Dept.  of  Public  Health 

Northeast  Regional  Health  Office 

Tewksbury  Hospital 

Tewksbury,  MA  01876 

(508)  851-7261  or  (617)  727-7908 

FAX:  (508)  640-1027 


SOUTHEAST  REGION 

*  Alice  Morrison,  R.N.,  M.S.,  MPH 
Massachusetts  Dept.  of  Public  Health 
School  Health  Unit 
250  Washington  Street,  4th  Floor 
Boston,  MA  02108-4619 
(617)  727-5476 
FAX:  (617)  624-5922 


William  F.  Weld,  Governor 
Gerald  Whitburn,  Secretary 
David  H.  Mulligan,  Commissioner 
Deborah  Klein  Walker,  Assistant  Commissioner 
Linda  Jo  Doctor,  Division  Director 
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SCHOOL-BASED  HEALTH  CENTERS:  ACCESSIBLE  PRIMARY  CARE  FOR  STUDENTS 


School-based  health  centers  are  designed  to  support  the 

educational  process  by  providing  accessible  primary  care 
to  students  (who  lack  primary  care  providers).  The 
Massachusetts  Department  of  Public  Health  has  been  a 
leader  in  New  England-and  the  nation-in  developing  the 
school-based  health  center  (SBHC)  model.  The  first 
school-based  health  center  was  opened  in  the  Holyoke 
High  School  in  the  mid-1980s.  At  the  same  time,  the 
Department  hosted  the  first  New  England  conference  on 
school-based  health  centers,  which  brought  together 
leading  practitioners  and  policy-makers  to  discuss  the 
many  challenging  issues  associated  with  SBHC 
development.  In  the  late  1980s  Title  V  Maternal  and  Child 
Health  Block  Grant  dollars  were  used  to  expand  the 
number  of  health  centers  to  10  Massachusetts  schools, 
forming  the  core  of  the  centers  operating  today.  The  June 
1995  National  Governor's  Association  Issue  Brief 
underscored  Title  V's  importance  by  using  Massachusetts 
as  an  example  of  how  Title  V  works  with  school-linked 
and  school-based  health  programs  to  improve  the  health 
of  children  and  adolescents  . 

In  1993,  because  of  funding  made  available  through  the 
tobacco  tax,  the  Department  expanded  the  number  of 
health  centers  to  30  in  elementary,  middle  and  high 
schools,  sponsored  by  20  parent  organizations,  i.e., 
hospital  outpatient  departments  and  neighborhood  health 
centers.  During  the  1995-96  school  year  these  centers, 
many  of  which  are  still  in  the  start-up  phase,  registered 
more  than  10,000  Massachusetts  students  for  health  care 
services. 


a  school-based  health  center  need  to  assess  the  existence  of 
several  factors  in  their  communities: 

•  whether  there  are  sufficient  numbers  of  primary 
care  providers; 

•  access  barriers  to  these  primary  care  providers; 

•  school,  local  provider  and  community  support; 

•  cost;  and 

•  a  space  in  the  school  which  can  be  modified  to 
meet  the  Department  of  Public  Health  licensing 
requirements. 

Not  every  school  needs  a  school-based  health  center; 
however,  every  student  needs  a  primary  care  provider. 

Of  particular  concern  are  adolescents  because  their  under- 
utilization  of  health  care  services  is  well  documented. 

If  the  decision  is  made  to  proceed  with  the  development  of  a 
school-based  health  center,  an  in-depth  planning  process  is 
essential.  An  advisory  committee  "consisting  of  parents, 
local  providers,  students,  school  nurses,  school 
administrators  and  community  leaders  will  promote  a  sense 
of  shared  responsibility  for  developing  the  primary  care 
center.  This  center  should  be  well  coordinated  with  the 
educational  goals  of  the  school,  consistent  with  community 
values  and  supportive  of  the  existing  comprehensive  health 
education  and  human  service  program  within  both  school 
and  community.  The  road  to  opening  a  SBHC  is 
challenging,  but  it  offers  opportunities  to  create  a  health 
care  setting  which  is  responsive  to  youth,  prevention- 
focused  and  supportive  of  their  education. 


Schools  which  are  contemplating  the  implementation  of 


Anne  H.  Sheetz,  R.N.,  M.P.H.,  C.N.A.A. 
Director  of  School  Health 


The  Department  of  Public  Health  believes  that  school-based  health  centers  are  essential  to  providing  many 
children  and  adolescents  access  to  primary  care.  We  are  proud  that  for  more  than  a  decade,  Massachusetts  has 
been  a  leader  in  the  development  of  these  centers.  -  Deborah  Klein  Walker,  Ed.D,  Assistant  Commissioner,  Bureau 
of  Family  and  Community  Health  


TUBERCULOSIS  SCREENING  IN  CHILDREN  The  Medical  Advisory  Committee  for  the 
Massachusetts  Tuberculosis  Commission  has  issued  new  recommendations  for  the  screening  of 
children.  Further  information  is  available  from  the  tuberculosis  specialists  at  the  Massachusetts 
Department  of  Public  Health  regional  offices.  The  new  recommendations  will  be  reviewed  at  the 
School  Health  Institute  regional  programs  entitled,  "Hepatitis  B  and  TB  Guidelines,"  scheduled  for 
October  1996. 


SCHOOL  HEALTH  INSTITUTE:  The  brochure  for  the  1996-97  Professional  Development 
Series  on  school  health  issues  will  be  mailed  to  schools  in  September  1996.  We  strongly  encourage 
participation  of  school  personnel  in  these  important  educational  offerings,  which  have  been  designed 
specifically  to  meet  the  needs  of  Massachusetts  school  health  programs. 

CHICKENPOX  VACCINATION:  Based  on  the  recommendations  of  the  National  Advisory 
Committee  on  Immunization  Practices,  the  Massachusetts  Immunization  Program  (MIP)  will  soon  be 
offering  varicella  vaccine  to  primary  care  providers  for  the  following  groups:. 

•  all  children  from  twelve  to  eighteen  months  of  age; 

•  household  contacts  of  immune  suppressed  individuals; 

•  all  susceptible  sixth  graders  (e.g.  those  without  reliable  histories  of  varicella  or  without  a  history  of 
the  vaccination.  In  'the  case  of  an  ungraded  classroom,  this  would  apply  to  eleven  year  old 
students. 

Please  note  that  varicella  vaccine  is  not  a  requirement  for  entry  into  school  at  this  time. 

Because  varicella  vaccine  is  very  heat-sensitive,  the  manufacturer  will  only  ship  directly  to  the  end 
user  site.  In  addition,  only  facilities  that  have  been  certified  to  have  appropriate  freezer  capacity  to 
store  the  vaccine  will  be  allowed  to  order  varicella  vaccine  through  the  MIP.  Because  of  these 
requirements,  most  schools  will  not  have  the  capacity  to  administer  varicella  vaccine  in  their  facilities. 
Please  call  your  regional  Immunization  Program  Office  if  you  have  questions  regarding  the  vaccine. 


SCHOOL  NURSE/LIBRARIAN  COLLABORATION:  We  urge  school  health  personnel 
to  meet  with  their  school  and/or  local  librarian  to  determine  what  health  resources  are  available  and 
identify  ways  in  which  they  may  collaborate  in  responding  to  the  health  issues  of  children  and 
adolescents.  Librarians,  whether  practicing  in  the  school  or  community,  are  trained  to  be  alert  to  the 
needs  of  their  respective  communities  and  to  provide  carefully  selected  materials  (print,  non-print, 
and  electronic)  and  programs  to  meet  those  needs.  Because  of  the  increasing  numbers  of  requests 
for  health  information,  during  March  1996  the  Massachusetts.  Board  of  Library  Commissioners 
offered  a  three  day  Health  Reference  Institute  for  school  and  public  librarians  throughout  the  state. 
Participants  learned  from  medical,  hospital  and  consumer  librarians  about  the  latest  and  best  print 
materials,  videos,  CD-ROMs  and  on-line  databases  now  available  in  the  field.  The  Institute  resulted 
in  an  increase  in  the  librarian's  knowledge  about  health  resources,  and  a  recognition  that  the  best 
way  to  serve  young  people's  health  needs  is  through  a  cooperative  approach-sharing  information, 
resources  and  energies  with  others  in  the  community  whose  goals  are  similar-including  schools. 
Librarians    are    service-oriented    people    who    will    welcome    requests    for  assistance. 
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SCHOOL-BASED  HEALTH 
CENTERS 
IN  MASSACHUSETTS 

by  Anne  DeMatteis 


The  school  based  health  center  (SBHC) 

model  of  care  first  emerged  in  1970  in 
Texas  and  then  in  Massachusetts  in  the 
1980's  in  response  to  the  challenge  of 
meeting  the  health  care  needs  of 
adolescents.  Adolescents,  a  group  that 
typically  engages  in  high  risk  behaviors 
and  may  have  complex  medical  and  social 
needs,  use  physician  services  less 
frequently  than  all  other  age  groups. 

A  combination  of  factors  make  adolescents 
a  difficult  population  to  reach.  Concerned 
about  confidentiality,  adolescents  may  be 
uncomfortable  in  conventional  health  care 
settings.  The  SBHC  is  one  strategy  for 
decreasing  barriers  to  care  for 
adolescents.  SBHCs  are  now  being 
developed  in  all  types  of  schools,  including 
elementary,  middle,  "and  high  schools, 
enhancing  access  for  children  who  lack 
regular  health  care.  The  goal  is  to  help 
students  achieve  the  physical  and 
emotional  well  being  necessary  to 
participate  in  the  educational  opportunities 
offered  by  their  school. 

A  school-based  health  center  is  a  licensed 
clinic  located  on  the  campus  of  a  school. 
SBHCs  do  not  replace  relationships  that 
students  and  their  families  may  have  with 
primary  care  practitioners. 

Effective  SBHCs  work  collaboratively  with 
community  physicians  and  other  health 
care  providers  to  provide  the  array  of 
services  required  to  meet  the  patient's 
needs.  As  well,  SBHCs  do  not  replace 
school  nursing  services.  Although  a  SBHC 
may  provide  some  of  the  same  services  as 
the  school  health  services,  the  SBHC 
differs  in  some  important  aspects.  SBHCs 
offer  primary  care,  including  diagnosis  and 
treatment  services,   counseling,  referral 


and  follow-up  for  students  enrolled  in 
the  SBHC  program,  but  not  necessarily  to 
the  entire  school  population.  The  target 
population  is  students  who  do  not  have  a 
primary  care  provider  or  who  do  not 
regularly  see  their  community  primary  care 
provider.  Students  enrolled  in  the  SBHC 
receive  their  care  from  a  multidisciplinary 
team  of  professionals,  typically  consisting 
of  physicians,  nurse  practitioners, 
physician  assistants,  nurses,  social 
workers,  and  counselors.  SBHCs  focus  on 
preventive  health  care  and  offer  services 
that  are  comprehensive,  accessible,  and 
developmentally  appropriate.  In  addition  to 
improving  access  to  primary  care,  a  SBHC 
promotes  positive  health  behaviors  as  well 
education-related  goals  such  as  improved 
involvement  in  school,  a  decrease  in 
absenteeism,  and  an  increase  in  the 
number  of  youth  who  complete  their  high 
school  education. 

In  Massachusetts,  currently  operating 
SBHCs  function  as  satellite  programs  of 
larger  health  care  facilities,  a  hospital  or  a 
community  center.  The  licensed  health 
care  provider  provides  a  wide  range  of 
services  and  resources,  as  well  as  a 
mechanism  to  ensure  continuity  of  care 
during  periods  when  the  SBHC  is  closed 
for  school  vacations  or  for  the  summer. 

SBHC  programs  must  work  collaboratively 
with  the  school  health  program  and  the 
community.  Mechanisms  for  joint  planning 
and  daily  communication  regarding  the 
health  issues  of  students  are  essential  for 
achieving  success.  Planning  a  school 
based  health  center  requires  the 
participation  and  support  of  the  school 
administration  and  health  program  staff 
(including  the  school  nurse),  students, 
parents,  and  community  providers  that 
serve  youth.  The  participation  of 
representatives  from  these  groups  is  key 
for  the  success  of  both  kinds  of  services. 
The  SBHC  is  a  part  of  the  health  services 
system  for  children  and  adolescents  that 
complements  existing  school  and 
community  health  and  social  services. 
Since  January  1994,  the  Department  of 


Public  Health  provides  funding  to  twenty 
community  health  care  facilities  which  are 
operating  SBHCs  in  a  total  of  30 
elementary,  middle  and  high  school  sites 
statewide. 

The  Department  of  Public  Health  along 
with  the  Division  of  Medical  Assistance  has 
developed  quality  standards  for  SBHCs. 
Compliance  with  standards  establish 
SBHCs  as  a  legitimate  part  of  the  health 
care  system,  support  the  delivery  of  quality 
care,  and  better  ensure  provider  ability  to 
maximize  third  party  reimbursement  for 
services. 

For  additional  information  about  SBHCs, 
please  contact  Anne  DeMatteis  (617-624- 
5473)  at  the  Department  of  Public  Health. 

SCHOOL-BASED  HEALTH  CENTERS 

FUNDED  BY 
DEPARTMENT  OF  PUBLIC  HEALTH 
MASSACHUSETTS  TOBACCO  CONTROL 
PROGRAM 

BOSTON 

Boston  High  School:  New  England  Medical 
Center 

Brighton  High  School:  Boston  Department  of 
Health  and  Hospitals 

Madison    Park    High     School:  Boston 

Department  of  Health  and  Hospitals 

East  Boston  High  School:  East  Boston 

Community  Health  Center 

English  High  School:  Brigham  and  Women's 

Hospital 

Dorchester  High  School:  Codman  Square 
Health  Center 

Hyde  Park  High:  Mattapan  Community  Health 
Center 

CAMBRIDGE 

Cambridge  Rindge  and  Latin  School: 

Cambridge  Hospital 

CHELSEA 

Chelsea  High  School:  The  General  Hospital 
Corporation 

EVERETT 

Hamilton  School:  Whidden  Profession 
Practice  Assoc./Whidden  Memorial  Hospital 


HOLYOKE 

Holyoke  High  School:  River  Valley 
Counseling  Center 

Peck  Middle  School:  River  Valley  Counseling 
Center 

LAWRENCE 

Arlington  School:  Holy  Family  Hospital 
Lawrence  High  School:  Greater  Lawrence 
Family  Health  Center 

LOWELL 

Lowell  High  School:  Saints  Memorial  Hospital 
LYNN 

Ingalls  School:  Lynn  Community  Health 
Center 

Lynn  English  High:  Lynn  Community  Health 
Center 

Lynn  Vocational  Technical  Institute:  Lynn 
Community  Health  Center 

SALEM 

Salem  High  School:  North  Shore  Community 
Health  Center 

SOMERVILLE 

Somerville  High  School:  Somerville  Hospital 
SPRINGFIELD 

Brightwood  School:  Baystate  Medical  Center 
Central  High  School:  Baystate  Medical 
Center 

Commerce  High  School:  Baystate  Medical 
Center 

German  Gerena  School:  Baystate  Medical 
Center 

Putnam  Vocational  Technical  High  School: 

Baystate  Medical  Center 

Rebecca  Johnson  School:  Baystate  Medical 

Center 

TAUNTON 

Taunton  High  School:  Morton  Hospital 
WORCESTER 

South   High   Community  School:  Family 

Health  and  Social  Services  Center 

Arthur  Sullivan  Middle  School:  Family  Health 

and  Social  Services  Center 

Burncoat  Middle  and  High  School:  Great 

Brook  Valley  Health  Center 
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SCHOOL-BASED  CARE: 
A  NATIONAL  PERSPECTIVE 

by  Kate  Fothergitt 


positive  outcomes,  and  maintain  and 
expand  a  well-trained  cadre  of  school- 
based  health  care  providers.  The  success 
of  each  individual  clinic  requires  staying 
informed  of  progress  in  the  field  and 
sharing  experiences  and  lessons  learned 
with  colleagues. 

The  need  for  coordination  of  information 
and  technical  assistance  among  the  more 
than  700  school-based  health  centers  has 
resulted  in  the  establishment  of  a  number 
of  public  and  private  national  projects. 
Most  of  the  school-based  health  center 
community  is  familiar  with  the  Support 
Center  for  School-Based  and  School- 
Linked  Health  Care  at  advocates  for  Youth, 
the  School  Health  Policy  Initiative  at 
Montefiore  Medical  Center,  and  Making  the 
Grade,  the  Robert  Wood  Johnson 
Foundation  initiative  supporting  state-led 
initiatives. 

The  most  recent  newcomer  to  the  scene  is 
the  National  Assembly  on  School-Based 
Health  Care,  the  first  and  only  national 
membership  organization  focused  solely 
on  school-based  health  care.  Inaugurated 
in  June  of  1995,  the  National  Assembly's 
goal  is  to  facilitate  information  exchange, 
technical  assistance,  research,  and 
advocacy  for  its  members.  Each  new 
member  is  asked  to  join  one  of  seven 
sections  which  focus  on  particular  issues: 
program  administration,  research  and 
evaluation,  psychosocial  services,  health 
education,  integrated  services,  training, 
and  health  services  delivery.  In  addition, 
the  Executive  Council  has  established 
three  committees  to  prepare  the  quarterly 
newsletter,  organize  the  annual 
conference,  and  develop  advocacy 
strategies.  The  second  annual  conference 
was  held  this  June  in  Baltimore.  Finally, 
the  National  Assembly  is  encouraging  and 
assisting  with  the  development  of  state 
chapters  to  increase  the  level  of  support 
for  school-based  health  care  at  the  state 
level. 


J3s  communities  strive  to  improve  access 

to  comprehensive  services  for  children  and 
youth,  an  increasing  number  of  school- 
based  health  centers  are  being  established 
across  the  country.  With  more  than  700 
school-based  health  centers  up  and 
running,  the  school-based  health  care 
movement  is  stronger  than  ever. 

Their  growing  popularity,  however  does  not 
guarantee  these  centers  will  survive  in  the 
rapidly  changing  health  care  environment. 
Currently  operating  under  fragile, 
fragmented  financial  arrangements,  most 
school-based  health  centers  are  extremely 
concerned  with  long-term  sustainability. 
For  the  most  part,  the  1980s" 
demonstration  grants  from  foundations 
have  largely  expired,  and  centers  are  now 
on  their  own  to  secure  other  private  and 
public  sources  of  support. 

Unfortunately,  in  this  time  of  federal  and 
state  budget  cuts,  the  traditional  sources  of 
public  support,  such  as  Title  V  and 
Medicaid,  are  being  reduced  as  Congress 
and  state  legislatures  attempt  to  balance 
their  budgets. 

The  recent  promises  of  additional  block 
grants  to  states  also  threatens  the 
likelihood  of  federal  dollars  reaching 
individual  school-based  health  centers, 
which  typically  serve  low-income  clients 
either  covered  by  Medicaid  or  without  any 
insurance. 

Other  major  issues  relate^  to  school-based 
health  center  sustainability  are  quality 
assurance,  evaluation,  and  training.  If 
school-based  health  centers  are  to  survive 
in  the  changing  health  care  marketplace, 
they  will  be  expected  to  meet  certain 
standards  of  quality  care,  demonstrate 
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RESOURCES 

Maternal  and  Child  Health  Bureau 

Stephanie  Bryn 

Sr.  Program  Management  Officer 

Adolescent  Branch 

Maternal  and  Child  Health  Bureau 

Room  18A39 

5600  Fisher's  Lane 

Rockville,  MD  20857 

(301)443-4026 

The  Maternal  and  Child  Health  Bureau 
(MCHB),  which  administers  Title  V,  is  one 
of  four  Bureaus  of  the  Health  Resources 
and  Services  Administration  (HRSA).  Its 
mission  is  to  improve  the  health  and  well- 
being  of  all  the  nation's  mothers,  infants, 
young  children  and  adolescents,  with 
emphasis  on  children  with  special  health 
care  needs  and  low-income  children  and 
their  families.  It  administers  the  State 
Block  Grant  activities  which  provides  the 
states  with  opportunities  to  (a)  assess 
needs  and  gaps  in  services  and  (b) 
develop  statewide  systems  of  care.  A 
major  activity  is  its  leadership  role  in 
strengthening  core  public  health  functions 
for  mothers  and  children.  The  school- 
based  health  centers  in  Massachusetts 
were  originally  funded  through  the  Block 
Grant.  The  Block  Grant  continues  to 
provide  funding  for  the  state  infra-structure 
for  school  health  programs  in  the 
Massachusetts  Department  of  Public 
Health.  The  Maternal  and  Child  Health 
Bureau  provides  technical  assistance, 
professional  education,  including  the 
adolescent  training  programs,  and  ongoing 
consultation  in  the  administration  of  the 
Block  Grants. 

Bureau  of  Primary  Health  Care 

Health  Schools,  Healthy  Communities 
Program 

Jane  Martir  Director 
4350  East-West  Highway,  9th  Floor 
Bethesda,  MD  30814 
301-594-4770;  fax:  301-594-2470 

The  Bureau  of  Primary  Health  Care  funds 
26  school-based  health  centers  through  its 


Healthy  Schools,  Healthy  Communities 
program.  The  Bureau  offers  its  grantees 
trainings,  consultation,  and  contract-review 
services  in  an  effort  to  prepare  centers  for 
prepaid  managed  care.  It  has  also  begun 
an  Integrated  Service  Network  (ISN) 
Development  Initiative  to  fund 
development  of  delivery  networks  with 
other  health  care  providers  for  managed 
care  operations.  (See  additional  resources 
attached  to  newsletter.) 


co^$&mLA(no9{$\o  the 

following  school-based  health  center 
coalition  members  who  participated  in 
successful  presentations  at  the  National 
Assembly  of  School-Based  Health  Care  in 
Baltimore,  Maryland  in  June: 


Anne  W.  Bishop,  RN,  CS,  MPH,  Brighton 
High  Student  Health  Center,  Brighton, 
Boston  Department  of  Health  and 
Hospitals 

Sara    Bodenmiller,    MS,    RN,  PNP, 

Rebecca  Johnson  School  Health  Center, 
Baystate  Medical  Center  Springfield 

Jo-Anne  Dillman,  FNP,  MA,  English  High 
School,  Jamaica  Plain,  Brookside 
Community  Health  Center 

Karen  Hacker,  M.D.,  Director  of 
Adolescent  and  School  Health  Services, 
Boston,  Department  of  Health  and 
Hospitals 

Virginia  Donnelly,  RN,  BSN,  MEd,  CSN, 

English  High  School,  Jamaica  Plain, 
Boston  Public  Schools 

Barbara  Farrell,  MS,  RN,  Rebecca 
Johnson  School  Health  Center,  Baystate 
Medical  Center  Springfield 

Ellen  Senghas,  M.D.,  Brightwood 
Riverview  Health  Center,  Brightwood 
School,  Baystate  Medical  Center, 
Springfield 


Leslie  Mandel,  Boston  High  School 
Student  Health  Center,  New  England 
Medical  Center,  Boston 

Anne  Minichino,  RN,  AD,  English  High 
School,  Jamaica  Plain,  Boston  Public 
Schools 

Sherrie  Rouse,  MS,  RN,  CPNP,  Central 
High  School  Health  Center,  Baystate 
Medical  Center,  Springfield 

Anne  DeMatteis,  M.P.H.,  R.N.,  Director  of 
School-Based  Health  Centers, 
Massachusetts  Department  of  Public 
Health 

Anne  Sheetz,  M.P.H.,  R.N.,  Director  of 
School  Health,  Massachusetts  Department 
of  Public  Health 


The  Third  Annual  National  Assembly 
of  School-Based  Health  Centers 
will  be  held  in  Boston  in 
June  29-July  1, 1997. 

For  more  information, 
call  the  National  SBHC  Assembly 
6728  Old  McLean  Village  Drive, 
McLean  Virginia  221 01 , 
Telephone:  703-556-041 1 , 
FAX:  703-556-08729 


EXPERIENCES  OF  SEVERAL 
MASSACHUSETTS 
SCHOOL-BASED  HEALTH 
CENTERS 


The  Teen  Health  Center  at  Salem 

High  School  by  Christine  Bonanno,  Mary  Rommell  and 


Maureen  Carr 


CZhe  dream  of  a  Teen  Health  Center  at 

Salem  High  School  began  in  1991-1992 
and  in  1993  the  necessary  funding  was 
made  possible  though  the  state  tobacco 
tax  .  Salem  received  three  grants  which 
contributed  to  the  opening  of  the  Teen 
Health  Center:  (a)  the  Health  Protection 
Grant  from  the  Massachusetts  Department 
of  Education,  (b)  the  Enhanced  School 
Health  Services  Grant  from  the 
Massachusetts  Department  of  Public 
Health  (DPH)  awarded  to  the  Salem  Public 
Schools  and  (c)  the  School-based  Health 
Center  Grant,  from  the  DPH  awarded  to 
the  North  Shore  Community  Health  Center 
in  Peabody.  The  timing  was  right,  and  with 
the  support  of  the  superintendent, 
principal,  and  grant  writer,  the  necessary 
players  were  identified  and  assembled. 
They  included  staff  and  administration 
from  the  Salem  School  Department,  and 
the  following  agencies:  North  Shore 
Medical  Center  (Salem  Hospital),  which 
donated  $25,000  for  site  renovations  and 
all  equipment  for  the  clinic;  North  Shore 
Community  Health  Center,  the  procurer  of 
the  grant;  Health  and  Education  Services; 
and  Children's  Friend  and  Family  Services. 

One  factor  that  made  the  school-based 
health  center  project  a  successful  venture 
was  the  involvement  of  both  Maureen  Carr, 
the  nursing  coordinator  for  the  Salem 
Public  Schools,  and  Mary  Rommell,  the 
school  nurse  at  Salem  High  School,  in  all 
the  clinic.  Visits  to  other  SBHC  sites  were 
arranged  on  their  schedules,  and  all  of 
their  concerns  addressed  by  the  Salem 
School-Based  Health  Center  committee. 

After  site  visits  to  school-based  health 
centers  in  Cambridge,  Lowell,  Lynn, 
Chelsea,  and  Lawrence,  and  a  year  of 
discussion,  Mr.  Ed  Dyke,  Executive 
Director  of  the  North  Shore  Community 
Health  Center  submitted  the  SBHC  grant 
proposal  to  Department  of  Public  Health  in 
October   1993.      Upon   receipt  of  the 
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funding,  a  former  teacher's  room  was 
renovated  and  the  Teen  Health  Center 
opened  in  September  1995. 

The  success  of  the  Salem  High  Teen 
Health  Center  is  in  large  part  due  to  the 
outstanding  working  relationship  among 
the  SBHC  nurse  practitioner,  the  school 
nurse,  and  the  nursing  coordinator,  the 
latter  who  serves  as  a  liaison  between  the 
Center  and  the  Salem  School  Department. 
As  a  team,  there  is  continual  support, 
collaboration  and  camaraderie  in  pursuing 
our  goal  of  providing  accessible  health 
care  to  students.  The  isolation  from  the 
school-based  health  center  found  by  some 
school  nurses  is  not  found  here! 

Mrs.  Rommell,  the  school  nurse,  is  pleased 
to  have  the  school-based  health  center  on- 
site  to  refer  those  students  who  do  not 
have  a  source  of  primary  care  and/or  those 
requiring  immunizations.  Ms.  Bonanno, 
the  nurse  practitioner,  administers 
immunizations  to  any  school  child  in  need. 
She  has  collaborated  with  Mrs.  Carr,  the 
nursing  coordinator  jn  developing  Flu 
Clinics  and.  administering  Hepatitis  B 
vaccine  to  students  and  staff.  Ms. 
Bonanno  has  also  written  articles  for  the 
school  newsletter  and  offered  educational 
programs  for  staff  and  students.  Her 
flexibility  is  viewed  as  a  real  plus  by  all  the 
school  nursing  staff  throughout  the  school 
system. 

As  a  team,  we  are  all  actively  involved  in 
the  Health  Advisory  Council  for  the  school 
district  and  are  members  of  several  related 
subcommittees  such  as  nutrition  and  youth 
at  risk.  We  have  collectively  tackled  the 
condom  availability  issue  and  worked 
together  on  presentations  in  the  area  of 
adolescent  health  care. 

Ms.  Bonanno  credits  the  center's  success 
to  the  positive  working  relationship  of  all 
the  providers  and  the  shared  philosophy 
and  commitment  to  adolescent  care. 


Teen  Health  Center  at  English 

High  School  by  Nancy  B.  Konn 

The  year  old  presence  of  the  Teen  Health 

Center  at  English  High  School  has 
expanded  the  opportunity  for  the  school 
population  to  make  use  of  resources  at 
Brookside  Community  Health  Center  right 
down  Washington  Street  in  Jamaica  Plain. 
The  active  collaboration  between  JoAnne 
Dillman,  the  nurse  practitioner  and 
administrator  of  the  Teen  Health  Center, 
with  Ginny  Donnelly  and  Anne  Minichino, 
the  two  school  nurses,  has  resulted  in  the 
development  of  a  truly  comprehensive 
health  care  model.  Support  from  the  rest 
of  the  staff  at  the  high  school  has  been 
most  encouraging,  especially  for  health 
education  efforts  which  are  one  of  the  key 
elements  of  comprehensive  health 
programs. 

Brookside  Community  Health  Center 
started  participating  in  health  education 
efforts  at  English  when  the  high  school  first 
moved  to  Jamaica  Plain  in  1989.  The 
health  center  offered  HIV  counseling  and  a 
nutrition  curriculum,  but  without  a  base  at 
the  school,  it  was  difficult  to  connect  with 
the  students.  These  early  educational 
efforts  led  to  identifying  the  need  for  a  teen 
health  center.  The  year  1 995  marked  a 
new  chapter  in  the  history  of  being  able  to 
participate  in  health  promotion  efforts  at 
the  school.  Early  in  December,  the  two 
school  nurses-Anne  Minichino  and  Ginny 
Donnelly--met  with  JoAnne  Dillman  to  plan 
a  strategy  to  increase  the  education 
component  of  the  collaboration.  The 
nurses  made  contact  with  three  different 
health  education  programs  from  Brookside 
(Nutrition,  Smoking  Cessation  and 
Domestic  Violence  Prevention)  and  invited 
inem  to  develop  specific  programs  at  the 
school.  Subsequently,  Brookside 

personnel  have  been  able  to  make  the 
connection  with  the  student  body  due  to 
the  great  linkage  that  the  school-based 
clinic   provides.      Clearly,   part   of  the 
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strength  of  the  education  is  its  link  to  the 
actual  delivery  of  health  services. 

Cindy  Shore,  the  community  nutritionist  at 
Brookside,  stated,  "The  Teen  Health 
Center  at  English  is  a  great  medium  in 
which  to  plan  activities  in  order  to  reach 
those  students  in  need  and  to  find  out  what 
nutritional  information  the  students  are 
most  interested  in."  Since  December, 
Cindy  has  led  two  classes  on  eating 
disorder  awareness  and  body  image.  She 
targeted  9th  graders  because  it  is  a 
common  age  in  which  many  eating 
disorders  begin  to  develop.  On  March  22, 
as  part  of  National  Nutrition  Month,  Cindy 
set  up  a  table  outside  the  school  lunch 
area  with  displays  and  literature  promoting 
healthier  eating  habits.  She  conducted  a 
raffle,  gave  out  free  healthy  snacks  and  set 
up  appointments  for  students  wanting 
nutritional  counseling.  While  at  the  school 
she  made  contact  with  several  teachers, 
including  the  ROTC  sergeant  who  asked 
her  to  arrange  a  class  for  his  ROTC 
students  because  he  was  concerned  that 
many  of  them,  especially  young  women, 
drop  out  due  to  an  energy  deficit  linked  to 
not  eating. 

Jessica  Steinert,  the  Domestic  Violence 
Social  Worker,  and  Maria  Morcelo,  the 
Domestic  Violence  Advocate  from 
Brookside  presented  a  five  week,  five 
session  curriculum  on  teen  and  domestic 
violence  prevention  in  an  ESL  history  class 
in  February  and  March.  The  twenty-two 
students  from  11  different  countries 
participated  in  exercises  designed  to  elicit 
discussions  on  abuse  in  relationships, 
gender  stereotypes,  and  cultural  factors  in 
relationships  as  they  relate  to  violence, 
power  and  control.  Additional  workshops 
with  interested  teachers  are  planned  in  the 
coming  weeks. 

Jeffrey  Carlson,  who  runs  the  smoking 
cessation  program  at  Brookside  has  also 
been  busy  at  English  High  School.  In 
coordination  with  the  teen  health  clinic,  he 
sponsored  a  student  poster  contest  and 
conducted  a  survey  on  students  needs 


around  smoking  issues.  The  school 
newspaper  will  feature  the  winning  poster 
entry.  In  addition,  Jeff  organized  a  group 
for  students  interested  in  quitting,  to  share 
tips  and  techniques  and  to  address  issues 
such  as  how  to  manage  stress  without 
using  cigarettes.  On  March  29,  for  the 
Smoke  Out  Day  organized  by  faculty 
member  Sue  Mortensen,  Jeff  set  up 
information  tables  at  the  school  and 
engaged  students  in  becoming  buddies  to 
offer  smokers  support  for  quitting. 

The  fact  that  the  presence  of  the  Teen 
Health  Clinic  has  greatly  increased  the 
cooperation  between  health  education 
efforts  at  Brookside  Community  Health 
Center  and  English  High  School  has  led  to 
an  exciting  opportunity  to  communicate 
health  promotion  messages  throughout  the 
school.  Paula  McNichols,  the  Executive 
Director  of  Brookside  stated:  "We  all  have 
to  be  cost  conscious  and  use  our  limited 
resources  in  the  most  efficient  way.  The 
cooperation  between  the  health  education 
resources  at  Brookside  and  the  Teen 
Health  Center  allows  us  to  reach  teens 
where  they  are  with  the  messages  they 
most  need. 


SCHOOL-BASED  HEALTH 
CENTER  COALITION 

by  Anne  DeMatteis 


Massachusetts  school-based  health 

centers  began  meeting  as  a  group  in 
November  1994  and  formed  a  coalition. 
The  Massachusetts  School-Based  Health 
Center  Coalition  consists  of 
representatives  from  30  school-based 
health  centers  receiving  funding  from  the 
Department  of  Public  Health  and  other 
interested  school-based  health  center 
providers.  The  purposes  of  the  coalition 
are  the  following: 

•   To    share    information,    ideas  and 
resources; 


•  To  promote  advocacy  for  school-based 
health  centers  including  policy  and 
legislative  issues; 

•  To  increase  visibility  and  promote  the 
marketing  of  school-based  health 
centers; 

•  To  enhance  funding  resources; 

•  To  develop  uniform,  high  quality 
assessment  and  evaluation  tools  and 
activities; 

•  To  develop  ideas  for  a  collaborative 
research  initiative; 

•  To  promote  the  role  of  the  school- 
based  health  center  clinician  as  part  of 
a  comprehensive  school  health 
program. 

The  primary  activities  of  the  coalition 
revolve  around  three  subcommittees:  (1) 
long  term  survival,  (2)  successful 
strategies,  and  (3)  research,  evaluation 
and  marketing. 

Future  meeting  dates  for  School  Based 
Health  Centers  Coalition  are: 

OCTOBER  8,  1996 
DECEMBER  11,  1996 
FEBRUARY  6,  1997 
APRIL  23,  1997 
JUNE  4,  1997 


Call  Anne  DeMatteis  at  (617)  624-5473  for 
more  information. 


Do  you  want  to  know  more  about  opening 
a  School-Based  Health  Centers  in 
Massachusetts? 


General  Information: 

Anne  DeMatteis 

Department  of  Public  Health 

Bureau  of  Family  and  Community  Health 

Division  of  Prevention 

(617)  624-5473 

Licensure  Information: 

Gail  Palmeri  (Licensure  Regulations) 
Emily  Guy  (Physical  Plant  Regulations) 
Department  of  Public  Health 
Bureau  of  Health  Care  Systems 
Division  of  Health  Care  Quality, 
(617)  727-5860 


THE  SCHOOL-BASED 

HEALTH  CENTERS 
IN  MASSACHUSETTS 
AT  WORK 


IN  THE  1995-1996  SCHOOL  YEAR,  WE: 


•  PROVIDED  HEALTH  SERVICES  AND 
HEALTH  PROMOTION  TO  1100 
STUDENTS  IN30SBHCs; 

•  CONTINUED  TO  PROMOTE  THE 
UNDERSTANDING  OF  SBHCs  AS  AN 
IMPORTANT  PART  OF  THE  HEALTH 
CARE  DELIVERY  SYSTEM  SERVING 
CHILDREN  AND  ADOLESCENTS; 

•  LEARNED  AND  IMPLEMENTED  OUR 
COMPUTERIZED  MANAGEMENT 
INFORMATION  SYSTEM  (School 
HealthCare  ONLINE!!!); 

•  PREPARED  AND  WERE  EVALUATED 
FOR  QUALITY  BY  THE 
DEPARTMENT  OF  PUBLIC  HEALTH 
(USING  QUALITY  STANDARDS 
DEVELOPED  JOINTLY  BY  THE 
DEPARTMENT  OF  PUBLIC  HEALTH 
AND  MEDICAID); 
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•  CONTINUED  THE  PROCESS  TO 
ACHIEVE  DEPARTMENT  OF  PUBLIC 
HEALTH  LICENSURE  AS  SATELLITE 
CLINICS; 

•  MET  REGULARLY  TO  STRENGTHEN 
OUR  STATEWIDE  SBHC  COALITION; 

•  COLLABORATED  WITH  HMOs  AND 
PCCs  TO  IMPROVE  COORDINATION 
OF  CARE  AND  ACCESS  TO 
SERVICES  FOR  CHILDREN  AND 
ADOLESCENTS. 


THANK  YOU 
TO  SCHOOL  NURSES 

by  Gaii  Chaffee 


Cher  250  communities  across  the  state 

have  requested  information  about  the 
adolescent  hepatitis  B  project.  The 
response  to  this  voluntary  program  is 
heartening.  Many  schools,  under  the 
leadership  of  school  nurses,  have 
started  immunizing  students  and 
educating  parents,  students,  faculty  and 
administration  about  hepatitis  B 
prevention. 

"Taking  advantage  of  this  opportunity  is 
no  easy  task,  but  this  is  good  work!" 
one  school  nurse  commented.  School 
nurses  have  been  the  motivating  force 
in  many  of  the  180  communities  that 
participated  in  the  program  this  past 
school  year.  More  schools  are  planning 
to  implement  the  program  next  year. 
The  motivation  and  effort  on  the  part  of 
many  school  nurses  are  commendable. 
Their  enthusiasm  has  been  infectious. 
Schools  with  minimal  or  no  health 
facilities,  but  a  high  degree  of 
motivation,  have  been  able  to 
implement     the     program  through 


collaboration  with  visiting  nurse 
associations,  community  medical 
facilities  and  local  boards  of  health. 

The  adolescent  hepatitis  B  project  in 
Massachusetts  began  in  November 
1995.  Its  goal  is  to  prevent  hepatitis  B 
by  immunizing  sixth  graders.  The 
Massachusetts  Immunization  Program 
provides  hepatitis  B  vaccine  to  health 
care  providers,  boards  of  health  and 
schools.  Immunization  of  adolescents  is 
expected  to  result  in  a  more  rapid 
decline  in  the  incidence  of  hepatitis  B 
infection.  The  strategy  in  choosing  this 
age  group  is  to  protect  adolescents 
before  they  are  exposed  to  the  virus 
through  high-risk  behavior. 


COMPUTERS  AND 
SCHOOL  HEALTH 

by  Carolyn  Conte 


Computers  are  making  their  way  into 

school  health.  There  are  several  data 
collection  software  programs  designed  with 
school  health  in  mind,  and  they  offer  an 
opportunity  for  more  efficient  and  easier 
operations  for  school-based  health- 
centers,  nurse's  offices,  and  school 
linked  health  centers.  Within  the  past 
year,  the  Massachusetts  Department  of 
Public  Health  (MDPH)  has  been 
implementing  one  of  these  systems, 
School  HealthCare  OnLine!!!™  in  the  30 
MDPH-funded  School-Based  Health 
Centers  statewide.  Perhaps  some  of  our 
lessons  learned  will  benefit  those 
interested  in  pursuing  this  technology. 
Here  are  a  few  tips  on  selecting  a  software 
package. 

Consider  your  program  information 
needs. 

Programs  offer  features  such  as 
immunization  tracking,  appointment 
scheduling,  appointment  reminder,  and 
tracking  of  followup  appointments.  They 


also  provide  a  place  to  collect  client 
information  such  as  demographics, 
emergency  contact  information,  and 
records  of  encounters  of  a  client's 
physician  visits.  With  all  of  this  information 
in  the  computer,  it  becomes  easily 
accessible  for  generating  reports  or  lists,  or 
creating  mailing  or  chart  labels.  Consider 
your  needs,  and  evaluate  the  following:  (1) 
Does  the  system  allow  you  to  easily 
produce  a  customized  report,  or  are  you 
limited  to  pre-programmed  reports?  (2) 
Can  you  add  data  items  easily,  in  case  you 
wish  to  collect  information  in  addition  to 
what  is  already  built  into  the  system. 

Consider  your  technical  capacity. 

Make  sure  to  take  into  account  the 
availability  of  staff  and  time  for  the 
following  activities:  (1)  technical  support, 
(2)  data  collection  and  data  entry,  (3) 
system  management  (backups,  updates, 
virus  scans,  data  quality  assurance),  (4) 
system  administration  (training  new  users, 
assigning  access  IDs,  etc.).  Consider  the 
following  questions:  (1)  What  kind  of 
technical  support  is  available  to  users?  (2) 
How  user-friendly  is  the  system? 
Develop  and  implement  a  data  security 
protection  protocol. 

Security  and  confidentiality  is  of  utmost 
importance  when  using  computers  to 
gather  medical  information.  First,  make 
certain  the  software  package  incorporates 
password  protection. 

Once  a  package  has  been  chosen,  follow 
the  confidentiality  standards  listed 
(developed  for  the  MDPH  Model  School 
Health  Information  System).  Implementing 
these  guidelines  will  help  make 
confidential  computerized  information  as 
secure  as  the  files  locked  in  a  cabinet. 

•  Store  disks  and  other  confidential 
ii.iormation  in  a  locked  cabinet,  drawer, 
or  office; 

•  Clearly  designate  confidential 
documents  or  diskettes  as  such; 

•  Set  up  password  protection  for  access 
to  the  system,  avoiding  obvious 
passwords; 


•  Log  off  completely  from  the  computer 
whenever  leaving  it  unattended  -  even 
briefly; 

•  Use  a  password-protected  screen  save 
to  automatically  blank  out  the  screen 
when  the  computer  is  on  but  not  in  use; 

•  Have  all  staff  who  handle  confidential 
information  sign  an  "Employee  Oath  of 
Confidentiality"; 

•  Do  not  leave  paper  records,  disks  or 
computer  screens  in  a  state  or  area 
where  they  can  be  viewed  by 
unauthorized  persons; 

•  Backup  the  system  and  the  data 
regularly 

•  Install  and  regularly  update  virus 
scanning  software; 

If  you  need  to  purchase  a  new  computer,  a 
486  processor  with  8MB  expandable  RAM 
and  at  least  850  MB  hard  disk  will  give  you 
flexibility.  For  some  of  the  software 
packages,  a  386  processor  may  be 
sufficient. 

Computers  can  be  wonderful  tools, 
providing  access  to  information  in  ways 
that  would  have  been  far  more  time 
consuming  if  handled  manually.  After 
the  initial  implementation/learning 
period,  the  right  system  can  help  you  work 
more  efficiently  and  effectively. 


NUTRITION  IN 
SCHOOL  HEALTH  SERVICES 

by  Maria  F.  Bettencourt 


Tyutrition  is  an  essential  component  of 

school  health  services  and  includes 
nutrition  screening,  assessment, 
counseling/education  and  referral  and 
follow-up  services.  Optimally  nutrition 
services  are  provided  on  the  school 


premises  by  a  qualified  nutrition 
professional  who  is  recognized  as  a  valued 
member  of  the  health  care  team.  Students 
that  may  benefit  most  from  school-based 
nutrition  services  include: 

•  children  with  special  health  care  needs, 

•  children/  adolescents  who  are  obese, 
underweight,  or  have  weight  related 
issues  including  eating  disorders, 

•  students  living  in  impoverished 
conditions  or  with  limited  access  to 
nutritionally  adequate  food,  and 

•  students  who  abuse  substances  such 
as  food,  drugs,  alcohol  and  tobacco. 

In  addition  to  providing  direct  service  to 
students,  a  nutrition  professional  can  be  a 
valuable  contributor  to  school-based 
wellness  initiatives  for  staff  and  faculty. 

Schools  throughout  Massachusetts 
recognize  the  important  role  nutrition  plays 
in  optimal  health.  Schools  in  Byfield, 
Cambridge,  Boston,  Lexington  and  Lowell 
have  integrated  nutrition  into  health 
services.  Nutrition  services  complement 
and  enhance  these  schools' 
comprehensive  health  programs.  In 
addition  to  providing  direct  clinical  services 
for  students,  the  nutrition  professionals 
working  with  these  schools  provide  a 
variety  of  services.  Examples  include 
leading  group  nutrition  education  programs 
for  students  and  staff,  assisting  school 
food  service  staff  to  improve  and  promote 
school  meals,  and  contributing  to  the 
development  and  implementation  of 
school-wide  health  assessments  and 
health  monitoring. 

As  a  basic  design,  schools  need  to  have  a 
system  in  place  which  includes: 

•  standard  nutrition  screening  criteria 
integrated  into  ongoing  health 
screening  services; 

•  a  well-defined  plan  for  follow-up  of 
students  referred  for  community-based 
services;  and 

•  established  linkages  with  community- 
based  providers  of  nutrition  services. 


It  is  not  necessary  to  have  a  nutrition 
professional  provide  all  of  the  listed 
nutrition  services.  With  appropriate 
training  and  support,  other  school  and 
health  professionals  can  screen  students 
for  nutrition  related  problems  and  provide 
education  and  referral  services.  Chapter  9 
of  the  Comprehensive  School  Health 
Manual,  produced  by  the  Massachusetts 
Department  of  Public  Health,  contains  a 
nutrition  assessment  criteria  which  can 
serve  as  a  tool  to  assess  nutritional  risk. 
Schools  can  find  a  copy  of  this  manual  in 
the  nurse's  office  or  purchase  it  from  the 
Statehouse  Bookstore  at  (617)  727-2834. 

Ideally,  nutrition  services  include  linkages 
to  physical  fitness,  school  meals  and 
health  promotion  programs.  The  type  and 
extent  of  nutrition  services  may  vary  district 
to  district  or  school  to  school.  Nutrition 
services  need  to  be  tailored  to  the  needs 
and  resources  of  individual  school 
systems.  Schools  must  assess  their 
individual  needs  and  determine  which 
model  is  most  compatible  with  identified 
needs  and  available  resources. 


WINNER  OF  THE 
NATIONAL  TEAM 
NUTRITION  AWARD 

 by  Jackie  Mawhfnney  


Minuteman    Regional  Vocational 

Technical  High  School  has  won  first  place 
in  the  United  States  Dietetic  Association 
(USDA)  Team  Nutrition  Project. 
Minuteman  joined  the  USDA's  Team 
Nutrition  Program  in  September  1995  with 
a  nutrition  project  launched  through  the 
collaborative  efforts  of  school  nurses  and 
food  serv'ce  teachers.  The  Team  Nutrition 
Program  helps  schools  plan,  prepare  and 
educate  school  children  about  healthy 
food.  It  has  been  established  in  concert 
with  the  national  school  lunch  program's 
50th  anniversary. 
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Sophomore  students  Serena  Currie,  Jen 
Bryan,  Lauren  Sweeney,  Michelle  Gordon 
and  Tammy  Ryan  developed  the  award- 
winning  book  composed  of  positive 
nutrition  messages  and  designed  to 
educate  young  children  about  healthy 
eating  habits.  The  nationally  recognized 
book  will  be  part  of  a  Team  Nutrition  time 
capsule  which  will  not  be  opened  for  fifty 
years-June  2046. 

The  Team  Nutrition  Project,  under  the 
direction  of  Lindy  Ryan,  R.N.,  is  part  of  a 
project  designed  to  promote  nutritional 
awareness  at  Minuteman  Vocational 
Technical  High  School.  The  project  was 
accomplished  thanks  to  the  Enhanced 
School  Health  Services  Grant  from  the 
Massachusetts  Department  of  Public 
Health,  under  the  direction  of  Jackie 
Mawhinney,  R.N. 


NUTRITION 
VIDEOCONFERENCES 

by  Maria  Bettencourt 


The  following  three  videoconferences  are 

available  from  the  Massachusetts 
Prevention  Centers: 

*  Nutrition:  Making  a  Difference  in  Schools 

*  Nutrition:  Making  a  Difference  in  the 
Worksite 

*  Nutrition:  Making  a  Difference  in 
Supermarkets 

Contact  your  local  Prevention  Center 
library  to  find  out  how  to  obtain  access  to 
tapes. 


PROCEDURES  FOR 
DRUG  DIVERSION 

by  Anne  Sheetz 


Questions  have  arisen  as  to  the  proper 

procedure  to  follow  should  there  be  a 
suspected  loss  or  diversion  (theft)  of 
prescription  medications  in  the  school 
setting. 


To  avoid  a  diversion,  follow  the 
requirements  for  handling  and  storage  of 
prescription  medications  as  outlined  in  the 
Regulations  Governing  the  Administration 
of  Prescription  Medications  in  Public  and 
Private  Schools  (105  CMR  210.000). 
(These  include  counting  the  medications 
which  have  been  delivered  to  the  school  to 
ensure  that  all  are  delivered.)  Report  any 
drug  loss  or  tampering  to  the  school 
administration;  suspected  drug  diversions 
should  also  be  reported  to  the  local  police. 
Schools  registered  with  the  Department 
are  required  to  report  to  the  Division  of 
Food  and  Drugs  at  the  Department  of 
Public  Health  (617  727-2670).  Other 
schools  are  also  encouraged  to  do  so. 
When  indicated,  parents  should  be  notified 
that  there  is  a  need  to  replace  the 
medication. 


Be  alert  for  tampering  of  medications,  i.e., 
substituting  another  substance  for  the 
actual  medication.  Individuals 
administering  medications  should  visually 
check  the  medications  to  verify  that 
substitution  has  not  occurred. 
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TOBACCO  9fEWS 


Greater  Framingham/South 
Central  Massachusetts 

(508)  875-5419 


IT'S  TIME  WE  MADE 
SMOKING  HISTORY! 


WDA<TES 


Tobacco       Prevention  and 

Cessation  Education:  Last  year 
the  regional  Prevention  Centers 
made  available  trainings  for 
facilitators  of  the'  TEG  (Tobacco 
Education  Group,  i.e.,  tobacco 
education  in  lieu  of  suspension)  and 
TAP  (Tobacco  Awareness 
Programs,  i.e.,  tobacco  cessation 
programs).  School  personnel 
interested  in  being  trained  as 
facilitators  should  contact  the  local 
prevention  center  for  information  on 
the  program  schedule. 

MASSACHUSETTS 
PREVENTION  CENTERS 


Lower  Pioneer  Valley 

(413)  732-2009  x3003 

Greater  Western  Mass. 

(413)  584-3880 


Greater  Worcester/North  Central 
Massachusetts 

(508)  752-8083 

Merrimack  Valley 

(508)  688-2323 

West  Suburban/North  Shore 

(508)  745-8890 

Boston 

(617)  451-0049 

Metro/Suburban  Massachusetts 

(617)  441-0700 

Metro/Southeast  Massachusetts 

(508)  583-2350 

Southeast  Coastal  Massachusetts 

(508)  996-3147  X1 


^Self-Evaluation  Tool  for  School 

Tobacco    Control  Programs: 

Based  on  suggestions  from 
schools  which  have  implemented 
tobacco  control  programs,  the 
School  Health  Unit  designed  a 
self-evaluation  tool.  The  tool  is 
available  from  the  School  Health 
Unit,  Massachusetts  Department 
of  Public  Health,  250  Washington 
Street,  Boston,  MA  02108-4619. 
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q  School-Based  Health  Centers    ReSOUTCC  0 T^S tl tZatlOtl S 


The  following  is  an  annotated  list  of  national  organizations  that  are  involved  with  School-based  health  centers  and  are  resources  for 
additional  information.  While  we  made  every  effort  to  contact  all  relevant  groups,  we  do  not  claim  to  be  exhaustive  and  know  that,  despite 
our  best  intentions,  some  important  organizations  may  be  missing.  Please  contact  us  if  there  are  program  you  may  know  about  that  are  not 
on  this  list  so  that  we  can  add  them  to  our  database  and  share  with  others. 


Advocates  for  Youth 

Support  Center  for  School-Based  and  School-Linked  Health  Care 

Kate  Fothergill 

Support  Center  Director 

1025  Vermont  Ave.,  NW,  Suite  200 

Washington.  D.C.  20005 

(202)347-5700 

FAX      (202)  347-2263 

The  Support  Center  was  established  in  1985  to  provide  information, 
technical  assistance,  training,  policy  analysis  and  advocacy  to  assist 
in  establishing  school-based  and  school-linked  health  centers  and  in 
enhancing  their  operations.  They  maintain  a  database  of  school- 
based  and  school-liked  health  centers  in  the  United  States;  They 
publish  Linkx.  a  quarterly  newsletter  on  the  school  health  center 
movement  and  have  other  publications  available. 

V 

National  Adolescent  Health  Information  Center 

Claire  Brindis,  DrPh 

Executive  Director 

1388  Sutter  St..  1 1th  Floor 

San  Francisco.  CA  94109 

(415)476-5255 

FAX  (415)467-0705 

The  National  Adolescent  Health  Information  Center  conducts 
program  evaluation  of  SBHCs,  including  evaluation  of  elementary 
centers  and  case  studies  of  managed  care  providers  and  SBHCs. 

American  Medical  Association 

Adolescent  Health  Guidelines  for  Adolescent  Services  in  School- 
Based  Health  Centers 
Laura  Brey.  Director 
515  N.  State  St.  GAPS 
Chicago,  1L  60601 
(312)  464-5523 
FAX      (312)  464-5842 

GAPS  has  been  developed  by  the  AMA  to  organize  preventive 
services  for  adolescents  using  a  train-thc-tramer  approach.  The 
mission  of  GAPS  in  School-Based  Health  Centers  is  to  increase  the 
capacity  of  school-based  health  centers  to  implement  adolescent 
clinical  preventive  services. 


National  Association  of  Community  Health  Centers,  Inc. 

Adolescent  and  School  Health  Initiative 

Darryl  Burnett,  Project  Manager 

Freda  Mitchum,  Project  Director 

1330  New  Hampshire  Ave.,  NW 

Washington,  D.C.  20036 

(202)659-8008,  X 131 

FAX  (202)  659-85 19 

The  Adolescent  and  School  Health  Initiative  offers  information, 
training  and  technical  assistance  to  assist  community,  migrant  and 
homeless  health  centers  (Federally  Qualified  Health  Centers)  in 
establishing  and  strengthening  partnerships  with  schools;  and 
initiating  and  enhancing  preventive  and  primary  health  programs 
for  children  and  youth  at  risk. 

Making  the  Grade 

State  and  Local  Partnerships  to  Establish  School-Based  Health 
Centers 

John  Schlitt,  Associate  Director 

1350  Connecticut  Ave.,  NW,  Suite  505 

Washington,  D.C.  20036 

(202)466-3396 

FAX  (202)  466-3467 

Through  Making  the  Grade,  the  Robert  Wood  Johnson  Foundation 
funds  states  to  work  with  communities  to  plan  the  delivery  of  com- 
prehensive school-based  health  services  for  children  in  grades  K-12. 

National  Assembly  on  School-Based  Health  Care 

Mda  Hershey,  Executive  Assistant 

Donna  Zimmerman,  President 

6728  Old  McLean  Village  Drive 

McLean.  Virginia  22101-3906 

(703)  556-041  1 

FAX  (703)  556-0411 

The  National  Assembly  on  School-Based  Health  Care  is  a  member- 
ship organization  and  collegial  home  for  the  growing  number  of 
interdisciplinary  professionals  dedicated  to  the  concept  and 
implementation  of  school-based  health  centers.  Through  a  variety 
of  activities  which  include  advocacy,  information  exchange,  and 
technical  assistance,  die  Assembly  provides  a  centralizeu  iocus 
committed  to  die  advancement  of  school-based  health  care 
Membership  is  for  people  involved  with  school-based  center 
planning,  operations,  evaluation,  policy  development  and  advocacy 


|fl')5  Resource  Packet  Series  •  School  Health  Resource  Services 
£j     Mux  publication  may  be  reproduced  with  appropriate  source  credit 


Of  lice  of  School  Health   •  University  of  Colorado  Health  Sciences  Center 
4200  1    l)th  Avcnuc/Hox  C2K7  •  Denver.  Colorado  X0262  •  (303)  270-5W0 


School  Health  Policy  Initiative 

Christel  Brellochs,  Director 
Montefiore  Medical  Center 
Albert  Einstein  College  of  Medicine 
Department  of  Pediatrics 
Division  of  Adolescent  Medicine 
1 1 1  East  210th  Street 
Bronx.  NY  10467-2490 
(718)654^190    FAX  (7 18)  653- 1807 

The  mission  of  the  School  Health  Policy  Initiative  is  to  institutional- 
ize and  expand  school-based  health  centers  nationwide  Through 
the  conduct  of  national  work  group  meetings,  the  project  brings 
together  experts  from  multiple  disciplines  to  formulate  recommen- 
dations on  programs  and  policies  to  SBHCs. 

National  Center  for  School-Based  Health  Information 
Systems 

David  Kaplan,  M.D. 

Founder  and  Director 

Angela  McCauley,  Data  Specialist 

c/o  The  Children's  Hospital 

1056  E.  19th  Ave.,  B516 

Denver,  CO  80218 

(303)  764-8400 

FAX  (303)  837-2962 

The  National  Center,  funded  by  the  Robert  Wood  Johnson  Founda- 
tion, was  established  to  assist  school-based  and  school-linked  health 
centers  in  the  management  of  their  clinical  and  administrative  data 
School  Health  Care  ONLrNE!!!  is  designed  to  operate  as  a  free- 
standing management  information  system.  Services  provided 
include:  consultation  on  the  implementation  and  use  of  the  manage- 
ment information  system;  technical  assistance  and  training  for  end- 
users;  software  development  and  customization;  use  of  data  for 
process  and  outcome  evaluation;  research  consultation;  develop- 
ment of  uniform  data  definitions  and  data  networking. 

National  Health  &  Education  Consortium 

Christopher  Shearer 
Program  Associate 

1 00 1  Connecticut  Ave.,  NW,  Suite  3 1 0 
Washington.  D.C.  20036 
(202)  822-8405 
FAX  (202)  872-4050 

The  National  Health  &.  Education  Consortium  is  a  unique  organiza- 
tion of  5S  national  health  and  education  professional  associations 
that  advocates  for  better  coordination  and  integration  of  education 
and  health  services  and  programs  for  our  nation's  children  NHEC 
works  for  better  collaboration  between  the  health  and  education 
sectors  -  on  all  levels  -  by  addressing  public  policy,  strengthening 
interdisciplinary  communication  and  disseminating  exemplary 
program  models,  practices  and  literature.  NHEC  has  produced  a 
packet  of  information  entitled,  "Resource  Packet  for  Elementary 
School-Based  Health  Center  Planners."  and  in  conjunction  with  the 
National  Association  of  Elementary  School  Principals,  has  pub- 
lished Starting  Young  School-Based  Health  Centers  at  the  Elemen- 
tary Ijcvel  Mitt  Where  the  Kids  Are  How  to  Work  with  School  to 
Create  Elementary  School-Based  Health  Centers  These  special 
reports  arc  targeted  to  health  providers  who  want  to  work  with 
educators 


The  National  Center  for  Education  in  Maternal  &  Child 
Health  (NCEMCH) 
Adolescent  Health  Project 

Georgetown  University,  Graduate  Public  Policy  Program 

Kristin  Langlykke,  MSN,  EdM,  Project  Director 

Katrina  Holt,  MPH,  MS,  RD,  Contact  Person 

2000  15th  Street,  N,  Suite  701 

Arlington,  VA  22201-2617 

(703) 524-7802 

FAX  (703)  524-9335 

In  collaboration  with  the  federal  Maternal  and  Child  Health  Bureau, 
the  Adolescent  Health  Project  seeks  to  improve  the  health  status  of 
adolescents  by  providing  comprehensive  and  current  MCH-related 
information  services  and  technical  assistance  to  those  interested  in 
the  health  and  well-being  of  school-age  children  and  adolescents. 
The  project  responds  to  inquiries  with  current  references,  copies  of 
printed  materials,  referrals,  and  customized  technical  assistance.  To 
support  these  efforts  the  project  also  produces  and  disseminates 
publications  on  adolescent  health  topics,  plans  conferences  and 
meetings,  and  collaborates  with  other  organizations  to  enhance 
information  dissemination,  develop  programs  and  provide  services. 

School  Health  Resource  Services 

Marilyn  Harmacek 

Project  Coordinator 

4200  E.  Ninth  Avenue.  Box  C-287 

Denver,  CO  80262 

1-800-669-9954 

(303)  270-5990 
FAX  (303)270-3198 
shpref@defiance.uchsc.edu 

School  Health  Resource  Services  (SHRS),  funded  in  part  by  a  grant 
from  the  federal  Maternal  and  Child  Health  Bureau,  is  a  network  of 
services  that  disseminates  information  from  school  health,  maternal 
and  child  health,  education  and  other  disciplines  to  those  interested 
in  implementing  or  improving  school  health  programs  and  services. 
SHRS  provides  clinical  and  administrative  information,  resource 
materials,  research  assistance  and  referrals.  SHRS  disseminates 
information  through  direct  mailings,  on-line  computer  updates, 
customized  client  literature  searches,  and  resource  packets  address- 
ing specific  school  health  topics. 

SBHCNET 

Tonia  Beagle 

Senior  Administrative  Assistant 

Making  the  Grade 

George  Washington  University 

1350  Connecticut  Avenue  NW,  Suite  505 

Washington,  DC  20036 

(202)  466-3396    FAX  (202)  466-3467 

SB1 1CNET  is  an  on-line  email  listserv  for  individuals  and  organiza- 
tions interested  in  school-based  health  centers  and  their  constituen- 
cies The  listserv  provides  an  opportunity  to  communicate,  share 
information,  and  network  nationwide  with  others  on  those  topics 
unique  to  school-based  health  centers  To  subscribe,  email  to: 
listscrv@gwuvm.gwu  cdu   Include  the  following  message  text: 
subscribe  SBHCNET  firstnamc  lastname  For  example:  subscribe 
Tonia  Beagle. 
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We  want  to  egress  sincere  thankg  to 
Connie  Brown  and  Joanne  Buffington,  School  Health  Advisors, 
for  their  many  years  of  commitment  and  service 
to  developing  school  health  programs  in  Massachusetts. 
'Best  wishes  in  your  retirement1. 


Anne  Sheetz,  Director  (617)  624-5070 

Margaret  Blum,  School  Health  Advisor,  (617)  624-5477 or  (508)  851-7261 
Janet  Burke,  Administrative  Secretary,  (617)  624-5471 
Tom  Comerford,  School  Health  Corodinator,  (617)  624-5472 
Anne  DeMatteis,  School-Based  Health  Center  Program,  (617)  727-5473 
Alice  Morrison,  School  Health  Advisor,  (617)  624-5476 
CatySibble,  Program  Coordinator,  (617)  624-5474 


William  F.  Weld,  Governor 
Joseph  Gallant,  Secretary 

David  H.  Mulligan,  Commissioner  - 
Deborah  Klein  Walker,  Assistant  Commissioner* 

Linda  Jo  Doctor,  Division  Director 
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DEVELOPING  SCHOOL  HEALTH  SERVICES:  A  FOCUS  ON  SHARING 


The  Massachusetts  Department  of  Public  Health  has  a  long 

history  of  supporting  comprehensive  school  health,  including 
health  education  and  health  services.  The  Department  has 
shared  an  array  of  prevention  and  health  education 
resources  with  schools  in  areas  specific  to  their  needs,  such 
as  injury  prevention,  nutrition,  emergency  care  and 
infectious  disease  prevention.  The  Department's  mission  is 
closely  linked  with  the  Department  of  Education's  efforts  to 
promote  comprehensive  school  health  programs  throughout 
the  Commonwealth.  In  meeting  these  goals,  the  School 
Health  Unit  staff  has  focused  its  attention  on  (1)  setting 
policy  and  standards,  (2)  reviewing  and  updating  statutes 
and  regulations  governing  school  health,  (3)  collaborating 
with  the  Department  of  Education  in  establishing  credentials 
and  certification  requirements  for  school  nurses,  (4) 
exploring  new  models  of  care,  including  school-based  health 
centers,  (5)  providing  ongoing  continuing  education  to 
school  personnel  interested  in  health,  (6)  developing  a 
statewide  school  health  data  system,  and  (7)  creating 
reimbursement  systems  for  the  array  of  services  and 
assessments  provided  by  health  professionals  within  the 
schools. 

The  timely  passage  of  the  1992  referendum  taxing  tobacco 
products,  and  the  subsequent  funding  through  the  Health 
Protection  Fund,  provided  the  resources  for  the 
Massachusetts  Department  of  Public  Health  to  complete  two 
important  goals:  final  development  of  the  600-page 
Comprehensive  School  Health  Manual  and  establishment  of 
the  School  Health  Institute,  administered  by  the  University  of 
Massachusetts/Simmons  College.  The  Institute  offers  a 
range  of  regional  continuing  education  programs  specific  to 
the  specialty  area  of  school  health. 


In  1993,  the  Department  of  Public  Health  issued  the  first 
Enhanced  School  Health  Service  Program  contracts 
(through  competitive  bid),  designed  to  develop  model 
programs  throughout  the  Commonwealth.  This  was  a 
significant  step  in  building  statewide  capacity.  The 
Enhanced  Program  specifications  incorporate  into  a 
program  model  the  "best  practices"  which  the  Department 
has  identified  in  various  schools  throughout  the 
Commonwealth.  Enhancement  strategies  include  (1) 
strengthening  the  administrative  infrastructure  of  the  school 
health  service  program,  (2)  implementing  tobacco 
prevention  and  cessation  programs  on-site  in  the  school 
district  (consistent  with  the  expectations  of  the  funding 
source),  (3)  linking  the  school  health  service  program  with 
local  youth-serving  health  providers  and  agencies,  and  (4) 
computerizing  school  health  service  records  and  functions. 
To  be  most  effective,  the  school  health  service  programs, 
under  the  clinical  direction  of  the  school  nurse,  must  work  in 
partnership  with  the  comprehensive  health  education 
program  and  its  leadership,  usually  the  health  coordinator. 

The  Enhanced  School  Health  Service  programs  now  have 
been  funded  for  three  years  and  are  beginning  to  share  their 
experiences  in  developing  the  four  areas  described  above. 
This  newsletter  represents  the  first  attempt  to  have  these 
programs  put  into  writing  their  "successful  strategies,"  with 
the  hope  that  other  schools  may  profit  from  their 
experiences. 


Anne  H.  Sheetz,  R.N.,  M.P.H.,  C.N.A.A. 
Director  of  School  Health 


"School  health  personnel  are  challenged— to  move  out  of  the  comfort  zone  of  traditional  ways  of  providing  services, 
to  master  new  skills,  to  cultivate  new  working  relationships,  and  to  seek  creative  ways  of  nurturing  the  health  and 
well-being  of  our  school  communities"  -  School  Health  Unit  Staff 
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AMERICAN  CANCER  SOCIETY  COMPREHENSIVE  SCHOOL  HEALTH:  The 

Massachusetts  Chapter  of  the  American  Cancer  Society  (ACS)  has  identified  comprehensive  school 
health  education  and  human  service  programs  as  a  priority  initiative  in  the  Commonwealth.  School 
districts  are  encouraged  to  invite  representatives  from  the  local  ACS  office  to  join  their  school 
health  advisory  committees  in  order  to  support  efforts  to  implement  comprehensive  school  health 
programs. 

PLAN  AHEAD  FOR  SCHOOL  ENTRY  IMMUNIZATIONS!:  Massachusetts  immunization 
regulations  (105  CMR  220.000)  state  that  "no  child  shall  be  admitted  to  kindergarten"  without 
certain  immunizations.  In  preparation  for  kindergarten  registration,  schools  are  encouraged  to  use 
local  media  (newspaper,  cable  television,  etc.),  community  organizations  and  other  strategies  to 
publicize  the  requirements.  Reminders  may  also  need  to  be  sent  to  local  health  maintenance 
organizations  and  primary  care  providers.  Schools  should  ensure  that  children  have  the 
required  immunizations  prior  to  final  kindergarten  registration  in  order  to  prevent  unimmunized 
children  from  entering  school  in  violation  of  the  regulations.  To  assist  in  this  process,  the 
Department  has  sent  a  letter  to  all  primary  care  providers  reiterating  the  requirements  for 
immunizations  (and  documentation  thereof)  for  entry  into  kindergarten. 

HEPATITIS  B  VACCINE  FOR  SIXTH  GRADERS:  The  Department  is  pleased  to  report  that, 
through  the  leadership  of  the  school  nurses,  more  than  250  communities  are  now  administering  the 
Hepatitis  B  vaccine  to  sixth  grade  students.  If  your  school  district  has  not  yet  begun  this  program  and 
wishes  to  participate,  please  call  Gail  Chaffee,  Director  of  the  Hepatitis  B  Vaccine  Program,  at 
(617)  983-6818. 

REMINDER:  Tetanus/diptheria  (Td)  BOOSTER:  The  Regulations  Governing  Immunizations  of 
Students  before  Admission  to  School  (105  CMR  220.000)  require  that,  "No  child  shall  be  admitted  to 
grades  10, 1 1 ,  or  12,  depending  on  school  policy  for  verification,  without  a  physician's  certificate  or 
a  copy  of  a  school  immunization  record  that  the  child  has  received  a  Td  booster  within  the  last  ten  years." 

AMENDMENT  TO  THE  SCHOOL  MEDICATION  REGULATIONS  ADDRESSING 
ADMINISTRATION  OF  EPINEPHRINE  BY  UNLICENSED  PERSONNEL:  By  the  time 
this  newsletter  is  distributed,  schools  should  have  received  a  mailing  which  includes  the  amendment  to 
the  Regulations  Governing  the  Administration  of  Prescription  Medications  in  Public  and  Private  Schools 
(105  CMS  210.000),  promulgated  on  November  15, 1996.  The  amendment  addresses  the  administration 
of  epinephrine  by  unlicensed  personnel,  trained  by  the  school  nurse  (RN),  to  students  with  diagnosed 
life-threatening  allergic  conditions,  when  the  school  nurse  is  not  immediately  available.  School  districts 
requesting  registration  with  the  Department  for  the  limited  purpose  of  permitting  properly  trained  (by 
the  school  nurse)  unlicensed  personnel  to  administer  epinephrine  by  auto-injector,  in  situations  defined 
by  the  amendment,  may  write  to  request  an  application  form  and  copy  of  the  training  curriculum.  All 
written  requests  for  applications  should  be  mailed  to:  School  Health  Unit,  do  Janet  Burke, 
Administrative  Secretary,  Massachusetts  Department  of  Public  Health,  250  Washington  Street, 
4th  floor,  Boston,  MA  02108-4619. 

TUBERCULOSIS  RISK  ASSESSMENT  FOR  SCHOOL  CHILDREN:  The  new  guidelines  and 
risk  assessment  are  available  from  Department  of  Public  Health  (DPH)  regional  office  tuberculosis 
nurses.  The  DPH  Tuberculosis  Control  Program  has  sent  letters  to  all  primary  care  providers  regarding 
the  guidelines. 
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ENHANCED  SCHOOL  HEALTH 


^School  districts  receiving  funds  under  the 

Enhanced  School  Health  Service  contracts  are 
meeting  quarterly  with  the  Department  of 
Public  Health  to  share  issues  and  ideas 
promoting  high  quality  school  health  services 
and  comprehensive  school  health  programs 
within  the  Commonwealth.  The  following 
topics  were  presented  at  the  fall  meeting. 

TOBACCO  CONTROL:  Presentation  by 
Mary  M.  Rommell.  MSN,  RN,  CS,  Salem 
High  School 

'Tobacco  education  and  cessation  is  required 

for  schools  receiving  Department  of  Health 
Enhanced  School  Health  Service  money  and 
Department  of  Education  Health  Protection 
Grant  money.  The  Tobacco  Awareness 
Program  (TAP)  is  a  school-based  tobacco 
cessation  program  while  the  Tobacco 
Education  Group  (TEG)  is  a  program  designed 
to  provide  tobacco  education  in  lieu  of 
suspension  for  students  found  in  violation  of 
the  school's  tobacco-free  school  policy.  Both 
programs  were  developed  by  Keith  Pendell  for 
several  California  schools  prior  1992. 

Salem  Public  Schools  began  tobacco 
cessation  efforts  in  June  of  1994  when  a  three- 
day  training  session  on  TAP  was  offered  to  25- 
30  Salem  High  School  staff.  Salem  High 
School  also  has  in  place  a  tobacco  free 
schools  policy  published  in  the  student 
handbook,  which  is  distributed  to  all  students. 

The  purpose  of  the  TAP  program  is  to  provide 
options,  resources,  education/facts,  motivation 
and  support  for  tobacco  cessation.  It  brings 
students  to  the  ACTION  STATE  of  quitting  by 
using  motivational  techniques.  TAP  is  a 
voluntary  adult  facilitated  group.  At  Salem 
High  School  the  school  nurse  facilitates  the 
group.  Referrals  are  made  by  the  student, 
teachers,  staff,  administrators,  friends  or 
anonymous. 


Group  size  includes  8  students  (+  or  -2),  for  8 
sessions  for  45-50  minutes  during  the  school 
day  in  rotating  class  periods  each  week. 

To  date,  four  very  successful  TAP  programs 
have  been  completed.  Success  is  defined  as 
consistent  attendance  and  at  least  one  Quitter. 
Student  evaluations  have  been  excellent,  and 
the  students  have  requested  ongoing 
programs.  Because  tobacco  cessation  is  so 
challenging,  flexibility  in  the  program  is 
essential.  It  is  very  important  to  target  the 
student's  motivation  to  quit  and  to  provide 
relapse  prevention/intervention  and  follow-up. 

The  program  was  approved  by  the 
Superintendent  of  Schools  and  the  Health 
Advisory  Council.  However,  a  barrier  to 
implementation  in  the  95-96  school  year  was 
the  new  Time  in  Learning  requirement.  At 
Salem  High  we  no  longer  have  a  home  room 
period,  student  bulletin  or  student 
announcements.  To  "advertise"  the  TAP 
program,  we  rely  on  widely  dispersed 
fluorescent  posters  and  maintain  an  ongoing 
referral  waiting  list.  We  are  able  to  continue 
the  program  by  offering  it  as  a  Field  Trip  in 
Tobacco  Awareness.  A  request,  which  meets 
the  requirements  for  a  Salem  High  School  field 
trip,  is  submitted  to  the  principal  for  approval. 
Since  program  participation  is  confidential,  we 
do  not  require  parental  consent. 

Key  to  the  program's  success  is  the  availability 
of  a  person  in  the  school  building  to 
communicate  caring,  concern  and 
encouragement.  At  the  conclusion  of  the 
program,  if  the  student  does  not  quit,  it  does 
not  mean  failure.  He/she  has  learned  how  to 
quit. 

Tobacco  Education  Group:  The  purpose  of 
the  TEG  Program  is  to  provide  a  positive 
alternative  for  those  students  who  have  been 
found  using  tobacco  on  school  grounds.  TEG 
is  an  involuntary  adult  facilitated  group  which 
promotes  healthy  choices,  options,  resources, 
education/facts  and  support  for  those  using 
tobacco.  Referrals  are  made  by  an 
administrator  as  an  alternative  to  suspension. 

Group  size  is  10  students  (+  or  -2).    It  is  8 
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sessions  in  length  for  35-40  minutes  with  a 
focus  similar  to  that  of  TAP. 

To  date,  the  program  at  Salem  High  School 
has  not  been  as  successful  as  hoped  for 
several  possible  reasons:  (a)  the  program  is 
scheduled  for  after  school  as  it  is  the  result  of 
a  disciplinary  action  and  (b)  continued  follow- 
up  of  students  found  in  violation  of  the  policy  is 
needed. 

TOBACCO  CONTROL:  Presentation  by 
Maureen  Saunders,  RN,  Duxbury  Public 
Schools 

J^fter  being  trained  by  Keith  Pendell  at  the 

beginning  of  the  Enhanced  School  Health 
Service  grant  in  1994,  I  implemented  TAP  into 
the  Duxbury  Junior/Senior  High  School,  and 
the  program  has  continued  in  grades  7-12 
since  then.  We  are  fortunate  in  having 
administrative  support  for  the  program. 
Although  originally  I  acted  as  group  facilitator, 
because  of  time  constraints,  I  decided  to  train 
my  health  assistant,  Debbie  Boehm.  Last  year 
she  facilitated  four  programs  between  January 
and  June.  She  has  finished  her  first  session 
this  past  fall,  has  an  excellent  relationship  with 
the  students,  and  enjoys  doing  the  program. 

We  notify  teachers  at  the  beginning  of  the  year 
that  TAP  will  be  instituted.  We  send  TAP 
Cards  to  teachers  and  ask  them  to  casually 
give  them  to  any  students  whom  they  know  or 
suspect  as  being  smokers.  The  cards  indicate 
the  telephone  number  to  call  if  the  student  is 
interested  in  joining  a  cessation  group. 

The  eight  session  TAP  program  is  completed 
in  approximately  three  weeks.  Duxbury 
Junior/Senior  High  School  operates  on  a 
rotating  four  block/day  schedule.  Debbie  uses 
the  last  forty-five  minutes  of  the  fourth  block 
for  her  sessions.  Students  only  miss  1/2  of 
each  class  period  one  or  two  times.  (The 
Department  of  Education  considers  tobacco 
cessation  as  instructional  time). 

Once  the  students  become  comfortable  with 
the  program  and  realize  it  is  not  punitive,  they 
are  inclined  to  consider  joining.  We  do  not 
have  difficulty  recruiting  students  for  TAP 
because  of  the  group's  reputation.   We  use 


peer  support  and  ask  students  who  have  been 
successful  in  quitting  their  use  of  tobacco  to 
act  as  guest  speakers  for  the '  group.  The 
students  love  it~and  the  student  who  has  quit 
is  honored  to  talk  to  peers  about  his/her 
success  in  quitting  tobacco  use. 

Duxbury  has  had  less  success  running  the 
TEG  Program.  While  the  administration  is  in 
favor  of  the  program,  there  are  very  few 
students  who  are  caught  smoking  on  school 
grounds.  The  numbers  would  not  permit  us  to 
have  a  viable  group.  On  several  occasions, 
however,  one  of  the  assistant  principals  has 
referred  a  single  student  to  the  TAP  Program 
instead  of  serving  a  suspension.  This  Is  not 
ideal,  but  it  has  worked  very  well  with  the 
individual  student. 

LINKING  CHILDREN  TO  PRIMARY  CARE 
PROVIDERS:  Presentation  by  Deborah 
Rosati,  MS,  RS,  Everett  Board  of  Health 

to  link  children  to  health  care"  was  the 

challenge  confronting  the  Everett  Board  of 
Health  and  Everett  Public  Schools  for  the  past 
few  years.  The  board  of  health  is  charged  with 
the  responsibility  for  the  School  Health 
Program  and  was  awarded  an  Enhanced 
School  Health  Services  Grant  in  the  hopes  of 
improving,  and,  of  course  enhancing,  school 
health  services.  Among  the  grant  conditions 
was  the  directive  to  improve  linkages  to  health 
care. 

But  how  does  one  identify  families  needing 
health  care?  One  could  attempt  to  identify 
these  families  from  the  lack  of  health  care 
provider  being  listed  on  the  school  emergency 
cards,  school  health  records,  or  from  children's 
visits  to  the  school  nurse  for  "primary  care". 
However,  how  accurate  would  this  information 
be?  Families  needing  assistance  are,  more 
often  than  not,  too  proud  to  admit  their  need. 
Emergency  cards  might  have  providers  listed 
who  are  not  actually  providing  services  to  the 
family.  Immunizations  and  physical  exams 
might  be  provided  through  the  board  of  health, 
so  no  health  care  need  is  detected  by  the 
school  nurse.  Yet,  we  knew  the  need  for 
services  existed,  as  evidenced  by  a  list  of 
Everett  families  waiting  for  the  re-opening  of 
Children's  Medical  Security  Plan  the  previous 
year. 
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In  October  of  1995,  Jackie  Coogan,  an  Everett 
elementary  school  guidance  counselor,  and  I 
began  working  together  to  address  the  issue  of 
providing  families  with  needed  health  care. 
Possible  solutions  to  the  problem  included 
having  local  health  care  providers  render  free 
or  subsidized  care,  encouraging  the  hospital  to 
provide  more  free  care,  and  implementing  a 
program  to  connect  families  with  existing  state 
programs. 

Committee  Development:  We  organized  a 
task  force  including  interested  parties  from  the 
Everett  community:  representatives  from  the 
local  hospital,  school  department  guidance 
department,  principals,  school  administration, 
local  health  care  providers,  the  board  of  health, 
the  Everett  Teachers  Association,  the  Mayor's 
office,  the  school  physician,  parents,  the 
school-based  health  center,  Health  Care  for  All 
(a  local  consumer  advocacy  program),  and  the 
WIC  program. 

We  deemed  it  important  to  gain  support  for  our 
project  from  school  and  city  administrations 
and  agreed  to  approach  the  mayor  and  the 
superintendent  of  schools.  General  support 
for  this  effort  was  received.  However, 
concerns  were  expressed  about  possible 
impacts  on  the  city  if  providers  decide  to 
discontinue  the  free  care,  and  the  state  ceases 
to  fund  its  programs.  Will  the  city  be 
approached  by  these  residents  to  "pick  up  the 
tab"? 

We  sent  an  invitation  letter  to  prospective 
members  of  the  "Joint  Committee  for 
Children's  Health  Care  in  Everett"  to  attend  a 
November  17,  1995  meeting.  The  agenda 
included  "Framing  the  Issue  of  Health  Care  for 
Everett  Children,"  a  discussion  of  needs  and 
goals,  a  presentation  by  "Health  Care  for  AH", 
establishing  a  working  committee, 
brainstorming  possible  funding  mechanisms 
and  setting  a  timeline.  The  first  meeting  drew 
over  fifteen  people.  The  committee  set  a 
monthly  meeting  schedule  and  identified  tasks: 
expanding  committee  involvement,  developing 
a  Health  Care  Directory  for  Everett,  and 
developing  assessment  tools  to  identify  the 
needs  in  the  community.  It  was  decided  that 
separate  family  needs  assessments  and  health 
care  provider  assessments  would  be 
conducted  via  surveys  . 


Subcommittees        Established:  Two 

subcommittees  were  established:  a 
Communications  Subcommittee  and  an 
Assessment  Subcommittee.  The 

Communications  Subcommittee  would  work  on 
communicating  information  to  our  target  group 
and  develop  a  Health  Care  Directory;  the 
Assessment  Subcommittee  would  work  on 
developing  the  two  assessment  tools. 

By  February,  the  Assessment  Subcommittee 
had  finalized  surveys  and  cover  letters.  The 
Family  Needs  Assessment,  termed  the 
"Children's  Health  Care  Questionnaire",  was 
intended  to  provide  us  with  information  on 
how  many  families  are  uninsured  or 
underinsured,  types  of  medical  services 
families  need  that  they  are  not  receiving,  type 
of  insurance  that  families  have,  health 
education  programs  that  families  feel  are 
important  for  their  children,  types  of  medical 
services  families  would  use  if  made  available, 
and  whether  they  wish  to  be  contacted  for 
assistance  on  health  care  benefits. 

The  goal  of  the  Provider  Survey  was  to  obtain 
information  regarding  medical  and  dental 
providers  in  the  community  who  serve  children, 
and  to  develop  a  list  which  includes  provider 
days  and  hours  of  operation,  type  of  insurance 
accepted,  specialty,  ages  serviced,  languages 
spoken,  and  whether  providers  wished  to  be 
included  on  a  referral  list. 

Pilot  Survey:  Our  next  step  involved 
conducting  a  pilot  test  of  the  Children's  Health 
Care  Survey.  We  assembled  a  small  group  of 
"involved"  parents  and  "uninvolved"  parents  (as 
identified  by  the  school  personnel)  to  complete 
the  survey  and  critique  it.  The  results  were 
eye-opening!  The  cover  letter  was  too  long  and 
uninteresting,  and  some  of  the  survey 
questions  that  we  thought  were  perfectly 
understandable  were  not  clear  to  the  parents. 

Several  changes  were  implemented.  The 
cover  letter  was  made  more  interesting  with 
changes  in  type  font,  smaller  paragraphs, 
graphics  and  clear  objectives.  We  wanted 
citizens  to  feel  that  even  though  this  was  a 
large  committee,  their  personal  information 
would  be  kept  confidential  and  would  only  be 
used  by  certain  people  for  specific  reasons. 
Secondly,  we  wanted  even  those  not  needing 


health  care  assistance  to  complete  the  survey 
since  useful  information  could  be  obtained 
from  them.  Lastly,  we  wanted  to  make  our 
goals  for  this  program  clear. 

Although  we  moved  forward,  we  did  recognize 
several  shortcomings  in  our  survey  project.  At 
the  time  we  did  not  have  funding  for  copying, 
distribution,  compiling  the  data,  or  offering 
incentives  to  complete  the  survey. 

Survey  Distribution:  The  school  department 
copied  the  Children's  Health  Care 
Questionnaire  and  distributed  it  via  each  class. 
The  return  rate  was  better  than  expected.  Of 
the  6,000  forms  distributed  in  the  school 
system,  (number  of  families  is  unknown), 
1,678  survey  forms  were  returned.  An  initial 
review  of  the  completed  surveys,  conducted  by 
the  school  nurses,  resulted  in  a  list  of  135 
families  requesting  health  care  benefits 
information.  We  are  still  having  survey 
information  input  by  the  school  department  so 
we  do  not  yet  have  statistics  on  the  uninsured 
population  of  Everett. 

The  board  of  health  copied  the  provider  survey 
and  mailed  it  to  39  health  care  providers 
(primary  care,  specialists  and  health  care 
groups,  as  well  as  26  dentists).  Follow-up 
phone  calls  were  made  and  additional  surveys 
re-mailed  to  providers  who  misplaced  or  "had 
not  received  them."  The  list  was  finalized  with 
a  total  of  23  providers  who  provide  services  to 
children,  and  wished  to  be  listed.  The  draft  was 
sent  to  each  provider  for  verification  of 
information. 

Concurrent  with  the  survey  work  being  done,  a 
Directory  of  Health  Care  Benefits  was 
developed  with  assistance  from  Health  Care 
for  All.  The  hospital  provided  graphics  design 
work;  subcommittee  members  did  the  layout; 
and  the  Massachusetts  Teachers  Association 
did  the  final  printing. 

Press  Conference:  A  press  conference  was 
planned  beginning  February  1996,  with  the 
hope  that  all  of  the  documents  would  be  ready 
by  March  for  distribution  to  all  students.  Among 
our  goals  were  to  introduce  the  Directory  of 
Health  Benefits  and  the  Provider  List,  inform 
the  public  about  activities  of  the  committee, 


and  gain  support  for  future  funding  of  health 
care  programs.  However,  several  unexpected 
problems  delayed  printing  of  the  final  copies. 
The  press  conference  was  finally  planned  for 
June.  We  maximized  exposure  of  the  program 
by  having  legislators  and  local  officials  present. 
We  sent  invitations  to  a  number  of  people. 

On  June  20,  1996,  we  held  the  press 
conference  at  the  Everett  Library.  In 
attendance  were  Representative  Edward 
Connolly,  an  aide  for  Senator  Thomas 
Birmingham,  Mayor  John  R.  McCarthy,  School 
Superintendent  Frederick  Foresteire,  the 
Whidden  Hospital  administrator,  a  board  of 
health  member,  a  local  pediatrician,  school 
nurses,  and  school  physician,  a  school  health 
advisor  from  the  Massachusetts  Department  of 
Public  Health  and  representatives  from 
Whidden  Home  Health  and  Hospice,  the 
school  committee,  the  Massachusetts 
Teachers  Association,  the  Everett  Teachers 
Association,  Health  Care  for  All,  the  school 
department,  parents  and  Joint  Committee 
members. 

We  displayed  copies  of  the  documents. 
However,  final  distribution  was  delayed  until 
September  to  prevent  their  being  misplaced 
during  the  summer. 

The  program  is  considered  to  be  a  success  if 
even  one  family  benefits  from  the  information 
we  have  compiled.  Follow-up  letters  offering 
residents  further  help  in  obtaining  health  care 
assistance  are  being  sent  by  a 
parent/committee  member  and  the  board  of 
health  to  the  families  who  requested 
information.  Our  success  will  be  evaluated  in 
the  coming  months. 

INDIVIDUAL  HEALTH  CARE  PLANS  I: 
Presentation  by  Mary  Zamorski  RNC, 
FNP,  Springfield  Public  Schools 

The  Springfield  Public  School  Department 

consists  of  41  schools  with  a  population  of 
approximately  25,000  students.  An  estimated 
17.4%  of  the  population  are  special  needs 
students.  This  estimate  does  not  include 
children  with  chronic  medical  problems.  In 
order  to  meet  the  health  care  needs  of  all 
these  students,  it  was  necessary  to 
standardize  our  individual  health  care  plans 
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(IHCPs),  yet  provide  as  much  individualization 
as  possible  for  the  chronic  and  special  needs 
population. 

Springfield  has  developed  standard  IHCP's  for 
the  following  chronic  illnesses:  seizures, 
asthma,  attention  deficit  disorder,  HIV/AIDS, 
depression,  substance  abuse,  anorexia  and 
obesity.  These  care  plans  have  been  helpful  in 
coordinating  the  care  for  the  students.  The 
nurse  at  the  Parent  Information  Center  (PIC) 
initiates  the  care  plan  and  alerts  the  school 
nurse  responsible  for  the  students  in  the  child's 
specific  school  building,  so  she  can  continue  to 
develop  the  IHCP.  We  also  believe  that  these 
IHCP's  can  be  used  in  a  teacher/nurse 
conference.  The  information  on  the  plan 
serves  as  a  teaching  tool  in  educating  the  staff 
about  the  disease  process/illness. 

Our  IHCP's  for  the  special  needs  population 
must  be  more  individualized  because  the 
treatment  and  procedures  are  more  complex 
and  the  level  of  care  more  specific.  We  take  a 
team  approach  in  that  the  766  nurse  initiates 
the  IHCP  at  the  core  evaluation;  the  school 
nurse  and  nurse  associate  are  also  involved  so 
they  understand  all  aspects  of  the  IHCP  in 
caring  for  this  student  during  school  hours.  If 
there  is  a  breakdown  in  communication,  a 
team  meeting  will  be  called  so  those 
responsible  for  care  can  "get  back  on  track". 

The  Springfield  Public  Schools  are  still  in  the 
infancy  stage  of  trying  to  adapt  IHCP's  to  their 
health  service  needs.  The  nursing  staff 
believe,  however,  that  IHCP's  have  provided  a 
better  means  of  establishing  continuity  and  a 
real  team  approach  in  caring  for  the  student. 

For  more  information,  call  Mary  Zamorski, 
Nursing  Supervisor  for  the  Springfield  Public 
Schools  at  (413)  787-71 60. 

INDIVIDUAL  HEALTH  CARE  PLANS  II: 
Presentation  by  Kathleen  Yuskaitis  RN 
and  Anita  Maloney  RN,  BS,  Brockton 
Public  Schools 

The  implementation  of  the  individual  health 

care  plans  (IHCP)  occurred  in  the  Brockton 
Public  School  System  in  September  1993.  In 
June  1993,  we  provided  inservice  to  all  the 
school  nurses  in  our  system  on  the  IHCP.  At 


this  time  we  also  adopted  a  separate  asthma 
plan  and  asthma  questionnaire. 

The  IHCP  was  developed  to  aid  the  medically 
fragile  and  technology  assisted  students  in  our 
school  system.  It  covers  a  wide  range  of 
children,  from  the  most  severe  to  the  mildly 
affected.  The  plan  itself  consists  of  twelve 
sheets,  thus  permitting  the  nurses  to  use  all  or 
selected  sheets.  It  enables  them  to  devise  a 
plan  suited  to  each  child's  individual  needs. 
The  IHCP  is  initiated  for  every  medically  fragile 
or  technology  assisted  child  in  the  school 
setting  who  has  any  of,  but  not  limited  to,  the 
following  conditions/needs:  severe  asthma, 
severe  allergies,  cystic  fibrosis,  diabetes 
mellitus,  encopresis,  genetic  disorders, 
immune  disorders,  intravenous  lines, 
neoplastic  disease,  neuro-muscular  and 
musculoskeletal  disorders,  ostomy  care, 
respiratory  disorders,  rheumatoid  arthritis  and 
tube  feedings. 

A  less  involved  asthma  plan  was  adopted  after 
attending  a  workshop  by  the  National  Asthma 
Education  program  called  "Managing  Asthma 
and  a  Guide  for  Schools".  This  plan  is  used  for 
all  children  with  asthma  requiring  medication  or 
intervention  at  school.  A  one  page  asthma 
questionnaire  is  used  for  all  asthmatic  children. 

In  developing  the  individual  health  care  plan, 
the  following  protocol  is  used: 

1.  Identify  child  with  a  significant  health 
concern; 

2.  Meet  with  parent  to  obtain  complete 
medical  history; 

3.  Send  for  medical  history  from  physician 
after  obtaining  signed  parental  permission; 

4.  Consult  with  physician  as  necessary  to 
review  medical  reports;  and 

5.  Obtain  parental  permission  to  share 
medical  information  with  other  school 
personnel. 

The  dissemination  of  the  individual  health  care 
plan  is: 

1.  IHCP's  will  be  kept  in  an  IHCP  Binder  in 
the  Nurses  Office; 


2.  Parental  permission  to  access  IHCP 
information  by  the  appropriate  personnel 
will  be  obtained  by  the  school  nurse; 

3.  A  copy  of  the  IHCP  will  be  provided  to  the 
parent  and/or  physician  upon  written 
request; 

4.  Appropriate  school  personnel  will  have 
access  to  IHCPs  at  the  discretion  of  the 
school  nurse/parent; 

5.  The  school  nurse  will  review  and  revise  the 
IHCPs  annually  during  the  school  year  and 
as  changes  occur. 


NUTRITION  NEWS 


GUIDELINES  FOR  SCHOOL 
HEALTH  PROGRAMS  TO 
PROMOTE  LIFELONG 
HEALTHY  EATING 

by  Maria  Bettencourt 
Massachusetts  Department  of  Public  Hearth 


fyhst  young  people  in  the  United  States  are 

not  making  healthy  eating  choices,  which  puts 
them  at  risk  for  many  short-term  and  long-term 
health  and  educational  problems.  A  new  CDC 
Report,  Guidelines  For  School  Health 
Programs  To  Promote  Lifelong  Healthy  Eating, 
provides  schools  with  the  recipe  for  the  most 
effective  policies  and  educational  programs  to 
improve  their  students'  eating  habits.  Schools 
are  most  likely  to  accomplish  this  goal, 
according  to  the  report,  if  they  help  children 
learn  skills,  not  just  knowledge,  needed  to 
practice  healthy  eating  behaviors,  and  make 
nutrition  education  activities  fun.  The  report  is 
based  on  extensive  review  of  research  and 
input  from  the  leading  experts  in  nutrition 
education. 

Unfortunately,  most  young  people  in  the  United 
States  do  not  have  healthy  eating  habits. 
More  than  84%  of  children  and  adolescents 
eat  too  much  fat;  more  than  91%  eat  too  much 


saturated  fat;  and  more  than  79%  do  not  eat 
enough  fruits  and  vegetables. 

The  prevalence  of  overweight  among  youths 
ages  6-17  years  has  more  than  doubled  in  the 
past  30  years,  with  most  of  the  increase 
occurring  since  the  late  1970's. 

The  good  news  is  that  research  has  shown 
that  well-designed  and  implemented  school 
based  nutrition  education  programs  can 
improve  the  eating  habits  of  young  people. 
CDC's  Guidelines  For  School  Health  Programs 
To  Promote  Lifelong  Healthy  Eating 
summarizes  strategies  most  likely  to  be 
effective  in  promoting  healthy  eating  among 
school-aged  youth.  The  guidelines  provide 
recommendations  related  to  school  policy, 
curriculum,  instruction,  integration  of  the  food 
service  and  nutrition  education,  staff 
development,  family  and  community 
involvement  and  evaluation. 

Copies  of  the  document  can  be  downloaded 
from  CDC's  World-Wide  Web  server  at 
http://www.cdc.gov.  Print  copies  are  available 
from  CDC,  Division  of  Adolescent  and  School 
Health,  4770  Buford  Highway,  Mailstop  K-32, 
Atlanta,  GA  30341-3724,  ATTN:  Resource 
Room,  or  by  calling  (770))  488-5372. 


ORAL  HEALTH  NEWS 


FOCUS  ON  THE  TMJ 
EARLY  INTERVENTION  IN  CHILDREN 

by  Michael  Monopoli,  DMD 
Massachusetts  Department  of  Public  Health 


The  following  are  common  sights  around  the 
school  yard:  a  student  misses  a  catch,  and 
grimaces;  another  child  impresses  friends  with 
her  gum-chewing  skills;  a  student  is  seen 
biting  his  lip  nervously;  another  runs  outside 
without  hat  and  gloves  on,  and  immediately 
tenses  and  clenches.  In  each  situation,  the 
unique  temporomandibular  joints  (TMJ)  are 
being  utilized.  TMJ  injury  in  schoolchildren  can 
be  prevented  by  a  heightened  awareness  of 
the  risk  factors  associated  with  TMJ  problems 
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and  education  concerning  prevention  and 
appropriate  referral  for  care.  This  target 
population  has  the  greatest  potential  to 
develop  attitudes  and  habits  that  will  ensure 
the  long-standing  health  of  their  jaw  joints. 

Why  focus  on  the  TMJ?  They  are  the  most 
frequently  used  joints  in  the  human  body. 
Every  time  we  talk,  swallow,  or  chew,  they  are 
being  used.  They  act  as  a  pathway  through 
which  all  motor  and  sensory  nervous 
information  travels  between  the  brain  and 
spinal  cord.  They  are  in  close  proximity  to  the 
ears,  eyes,  sinuses,  muscles  of  mastication, 
cervical  spine,  throat,  and  nose.  They  are 
unique  joints  because  they  must  work  on  both 
sides  at  the  same  time;  one  side  is  dependent 
upon  the  other  side.  Trauma  during  stages  of 
growth  may  leave  permanent  damage  (i.e. 
facial  asymmetry).  Injury  to  these  joints  is 
complex  in  its  etiology.  Chronic  TMJ  can 
spread  pain  and  dysfunction  throughout  the 
entire  body  and  can  often  result  in  depression 
and  anxiety,  which  are  not  uncommon 
sequelae  to  initial  injury.  Efforts  to  identify  and 
remove  risk  factors  could  have  profound 
lifelong  benefits. 

How  can  you  help? 

First,  always  stress  the  most  important  "P": 

•  Protection  -  Intraoral  sports  guards, 
helmets,  proper  diet,  exercise,  evenly 
chewed,  avoidance  of  hard  chewy  foods 
and  oversized  sandwiches 

If  you  witness  students  displaying  or  affected 
by  any  of  the  risk  factor  "P's"  below,  be  aware 
of  the  potential  for  TMJ  problems: 

•  Parafunction  -  An  important  etiologic  factor! 
Look  for  signs  such  as  grinding  or 
clenching  teeth  (AM  and  PM),  chewing  on 
pencils,  gum,  and  nails,  tongue  thrusting, 
or  lip  biting,  excessive  biting  when  playing 
wind  instruments  and  cradling  string 
instruments  with  the  chin  for  long  periods. 

•  Posture  -  Avoid  head  forward  slouching 
while  studying,  stress  the  proper  carrying 
of  book  bags  in  the  center  of  the  back,  and 
don't  support  the  telephone  with  your  face 
(teens). 


Personal  injury  -  If  witnessed  during 
contact  sports,  car  accidents  (including 
airbag  injuries),  playground  injuries,  abuse, 
and/or  falls,  assess  whether  the  TMJ  may 
have  been  involved. 

•  Pain  and  dysfunction  of  the  jaw  -  This 
includes  audible  pops  and  clicks,  jaw 
locking,  limited  range  of  opening  (normal  is 
approx.  2-21/2  finger  widths)  and  closing 
jaw,  headache,  earache,  pain  in  cheeks, 
temples,  jaw  muscles,  while  chewing, 
yawning,  or  talking,  and  bite  problems. 

•  Pressure  -  This  may  result  from  classes, 
homework,  peer  and  family  issues. 

Pre-existing  conditions  -  These  may  include 
juvenile  rheumatoid  arthritis,  osteoarthritis, 
lupus,  migraines,  depression,  tetanus,  tinnitis 
(ringing  in  the  ears),  allergies,  orthodontic 
work,  joint  hyper-  or  hypomobility,  lyme 
disease,  sinus,  viral  infections  (i.e. 
mononucleosis,  mumps,  measles),  and 
hereditary  abnormalities. 

Awareness  of  the  "P's"  in  schoolchildren  will  go 
far  in  the  overall  prognosis  of  TMJ.  In  many 
adult  TMJ  cases,  direct  cause  has  been 
attributed  to  an  initial  childhood  factor  (i.e. 
trauma).  Statistics  reveal  that,  when  detected 
early,  successful  treatment  of  TMJ  is  most 
likely.  This  has  many  economic  benefits, 
notwithstanding  the  physical  ones. 
Furthermore,  the  treatment  modality  at  this 
stage  is  most  likely  to  be  conservative  and  the 
condition  reversible. 

If  you  notice  any  of  the  above  symptoms,  be 
aware  and  informed.  If  the  student  presents 
with  pain  in  the  jaw  joints  or  dysfunction,  e.g. 
inability  to  open  the  mouth  freely,  or  difficulty  in 
chewing  and  swallowing,  refer  him  or  her  to  a 
primary  health  professional  who  is  qualified  to 
diagnose  and  treat  the  TMJ  disorder,  and/or 
refer  to  an  appropriate  clinical  source.  Your 
early  intervention  could  aid  in  the  prevention  of 
further  injury  and  create  a  healthier  outcome 
for  the  future  of  these  children. 


This  information  was  prepared  by  the  Division  of  Oral  Health  of 
the  Massachusetts  Department  of  Public  Health  in  cooperation 
with  the  Jaw  Joints  and  Musculoskeletal  Disorders  Foundation 
[JJAMD].  JJAMD's  mission  is  to  bring  awareness  of  the  jaw 
joints  (TMJ)  to  the  public  at  large,  and  to  help  in  the  prevention 
of  this  common  disorder,  mostly  known  as  TMJ" 
[TemporoMandibular  Joint  Disorders]. 
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SCHOOL-BASED  HEALTH 
CENTER  NEWS 


TOBACCO  NEWS 


COALITION  MEETINGS 

The  Coalition  of  School-Based  Health  Centers 

continues  to  meet  every  two  months.  The 
meetings  scheduled  in  the  remaining  months 
of  the  1996/97  school  year  are  on  February  6, 
April  23,  and  June  4,  1997.  The  Coalition  and 
the  Department  continue  to  work  together  to 
improve  data  collection  at  the  30  sites  funded 
by  the  Department  of  Public  Health.  The 
collection  and  maintenance  of  the  same  type 
of  information  in  a  standardized  manner,  using 
the  same  categories  and  definitions,  will  make 
the  information  more  useful  to  interpret  for 
such  purposes  as  looking  at  trends  state-wide 
and  for  program  evaluation. 

NATIONAL  ASSEMBLY  ON  SCHOOL- 
BASED  HEALTH  CARE 

On  June  29-July  1  1997,  the  National 
Assembly  on  School-Based  Health  Care  will 
hold  its  annual  meeting  in  Boston.  Coalition 
members  and  Department  staff  are  preparing 
workshop  and  poster  presentations  to  highlight 
the  work  of  the  Centers  in  Massachusetts  that 
provide  medical  and  preventive  health  services 
to  school-aged  children  and  adolescents. 


REQUEST  FOR  RESPONSE 

In  the  near  future,  the  Department  will  begin 
the  1997  competitive  bidding  process  for  about 
$163  million  dollars  in  statewide,  regional  and 
local  public  health  services.  Funds  to  support 
operating  school-based  health  programs  and 
planning  projects  for  new  school-based  health 
centers  will  be  included.  The  regional  and 
local  services  Request  For  Response  (RFR)  is 
scheduled  for  release  by  the  Department  in 
February. 


If  you  have  any  questions  about  school-based 
health  centers,  please  call  Anne  DeMatteis  at 
(617)  624-5473. 


TOBACCO  CONTROL:  AN  EDUCATIONAL 
RESOURCE  PACKET 

In  early  December  1996,  the  Department  of 

Education  sent  a  tobacco  control  education 
resource  packet  to  all  school  superintendents. 
The  packet  contains  valuable  information  to 
assist  in  the  further  development  of  the 
individual  school's  tobacco  control  program. 
The  information  includes:  (a)  a  self-evaluation 
tool  for  school-based  programs,  (b)  an 
Educational  Materials  Catalogue  from  the 
Tobacco  Education  Clearing-house,  (c)  a  list  of 
the  Massachusetts  Comprehensive  Health 
Education  Resource  Centers,  (d)  the 
description  of  an  opportunity  to  participate  in  a 
new  tobacco  prevention  initiative,  (e)  the 
announcement  of  regional  tobacco  training 
events  designed  specifically  for  school 
personnel,  and  (f)  a  "Promising  Practices 
Information  Sheet,"  for  schools  to  share  their 
proven  successful  strategies  in  tobacco 
control.  If  you  have  not  received  a  copy, 
please  consult  with  the  superintendent's  office. 

SHOWCASING  SCHOOL-BASED  TOBACCO 
CONTROL  PROGRAMS 

Collaborating  with  the  Department  of 
Education  and  the  Prevention  Centers,  the 
Massachusetts  Department  of  Public  Health 
Tobacco  Control  Program  is  developing  plans 
to  promote  sharing  at  the  regional  level  of 
successful  strategies  in  school-based  tobacco 
control.  This  includes,  but  is  not  limited  to, 
policy  development  and  enforcement,  tobacco 
education  (grades  kindergarten  through 
twelve),  tobacco  cessation  programs,  and 
coordination  efforts  with  community  tobacco 
control  efforts,  e.g.,  coalitions,  boards  of 
health,  etc.  Information  on  this  effort  will  be 
forthcoming. 

UPDATE  ON  TEG/TAP  TRAINING 

TEG/TAP  is  one  example  of  a  school-based 
tobacco  education  and  cessation  program 
which  Massachusetts  schools  have 
implemented.      In   order  to   increase  the 
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numbers  of  school  staff  trained  to  be 
facilitators,  the  Massachusetts  Tobacco 
Control  Program  recently  conducted  a  train- 
the-trainer  program  for  Prevention  Centers  and 
staff  of  the  University  of  Massachusetts.  The 
Department's  goal  is  to  train  an  additional  200 
(two  hundred)  more  school  staff  to  become 
facilitators  of  groups  in  both  middle  and  high 
schools  before  the  end  of  the  1996-97  school 
year.  If  you  are  interested  in  being  trained  as 
a  facilitator  to  lead  a  TEG  and/or  TAP  program 
in  your  school,  please  call  the  local  Prevention 
Center  for  more  information. 


UPDATES... 


CHILDREN'S  MEDICAL 
SECURITY  PLAN: 

LIMITED  AUTHORIZATION 

by  Jack  Stewart 
Massachusetts  Department  of  Public  Health 


Department  of  Public  Health,  call  Jacqueline 
Williams,  Community  Liaison,  at  (617)  624- 
6086. 

We  are  encouraging  schools  to  assist  in  the 
process  of  enrolling  eligible  children  into  the 
CMSP  in  order  to  promote  universal  health 
insurance  coverage  for  our  Massachusetts 
children  and  adolescents. 


SCHOOL  HEALTH  INSTITUTE 
1997  SCHOOL  HEALTH 
INTERNSHIP  PROGRAM 


The  School  Health  Institute  administered  by 

the  University  of  Massachusetts  and  Simmons 
College  reports  that  the  1997  School  Health 
Institute  Interns  and  their  school  systems  or 
private  schools  are  as  follows: 


The  Children's  Medical  Security  Plan  (CMSP) 

has  been  extended  to  cover  children  and 
adolescents  up  to  18  years  of  age. 
Informational  brochures  were  sent  to 
superintendents,  school  nurses  and  boards  of 
health  in  November. 

School  nurses  and  school-based  health 
center  staff  have  now  been  approved  to 
assist  eligible  children  and  teens  who  are 
in  need  of  immediate  medical  services  to 
enroll  in  the  Children's  Medical  Security 
Plan  for  a  45  day  "Limited  Authorization" 
period.  A  two-page  form  and  instructions  will 
be  sent  to  each  school  nurse  and  each  school- 
based  health  center  under  separate  cover. 
This  will  outline  the  procedures  to  assist 
families  to  access  CMSP. 

For  general  questions,  call  1  (800)  909-2677 
and  press  "1"  for  expedited  service.  To  give 
general    feedback    about    CMSP    to  the 


Nancy  Abysalh 

Dudley 

Rosemary  J.  Akin 

Barnstable 

Patricia  M.  Doherty 

Newton 

Andrea  Ferrick 

Ipswich 

Catherine  Grabowski 

Palmer 

MaryRose  Grady 

Mashpee 

Susan  E.  Harrington 

Bourne 

Dorothy  Keeney 

Boston 

Janet  Lamy 

New  England  Cen.  for 

Children  (Southboro) 

Monique  A.  Marty 

New  England  Cen.  for 

Children  (Southboro) 

Patricia  A.  Mullane 

Lawrence  Academy 

(Groton) 

Lois  Pencinger 

Pittsfield 

Claudia  Phillips 

Amherst  Reg.  Jr./Sr.  High 

R.  Susan  Rowe 

Wilmington 

Linda  Sholes 

Newton 

Sheila  Snyder 

Newton 

Virginia  Sundberg 

Franklin 

Donna  Tully 

Leominster 

Cecilia  R.  Vaida 

Spencer-E.  Brookfield 

Regional  School  Dist. 

Kathryn  L.  Vohs 

Harwich 

Barbara  P.  Wilson 

Barnstable 

11 
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Anne  Sheetz,  Director  (617)  624-5070 

Margaret  Blum,  School  Health  Advisor,  (617)  624-5477  or  (508)  851-7261 

Janet  Burke,  Administrative  Secretary,  (617)  624-5471 

Tom  Comerford,  School  Health  Administrator,  (617)  624-5472 

Anne  DeMatteis,  School-Based  Health  Center  Program,  (617)  624-5473 

Alice  Morrison,  School  Health  Advisor,  (617)  624-5476 

Caty  Sibble,  Program  Coordinator,  (617)  624-5474 


William  F.  Weld,  Governor 
Joseph  Gallant,  Secretary 
David  H.  Mulligan,  Commissioner 
Deborah  Klein  Walker,  Assistant  Commissioner 
Linda  Jo  Doctor,  Division  Director 
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BE  PREPARED:  EMERGENCY  CARE  IN  THE  SCHOOL  SETTING 


chemical  spills  in  a  classroom,  causing  many 

students  to  become  ill.  A  clogged  air  vent  results  in 
dangerous  air  quality  conditions  for  many  children.  A 
student  collapses  on  the  athletic  field.  A  teacher  has  a 
heart  attack.  All  these  emergencies,  and  many  more, 
have  occurred  recently  in  Massachusetts  scnools.  All 
required  rapid  response  to  ensure  the  health  and  safety 
of  both  students  and  staff. 

Establishing  an  emergency  care  plan  for  the  school 
district  requires  planning,  dissemination  of  the  plan  and 
evaluation.  To  be  effective,  planning  should  include 
both  school  staff  and  the  local  emergency  response 
team.  Administrators,  teachers,  athletic  staff,  school 
nurses  and  school  physicians,  to  name  a  few,  comprise 
the  emergency  planning  team  for  many  school  districts. 
However,  local  emergency  medical  services  (EMS) 
should  also  be  involved  at  the  beginning  of  the  planning 
process.  The  school  needs  to  know  what  emergency 
resources  will  respond  and  how  quickly.  The  EMS  staff 
need  to  know  the  school  lay-out,  resources,  and  what 
clinical  staff  (school  physician,  school  nurses, 
psychologists,  etc.)  are  available  to  assist. 

In  developing  the  school's  emergency  care  plan,  it  is 
wise  to  anticipate  the  worst  scenario  and  plan  for  it. 
Attention  to  detail  can  make  the  difference  between  a 
rapid  effective  response  or  a  delay,  which  could 
seriously  affect  the  clinical  outcome  for  student(s)  or 
staff.  Such  details  include,  but  are  not  limited  to, 
accessibility  of  telephone  lines,  knowledge  of  where  to 
call  for  the  local  EMS,  availability  of  adequate  numbers 
of  staff  trained  in  cardio-pulmonary  resuscitation,  and 
assignment  of  a  school  member  to  guide  the  EMS 
when  they  arrive. 

Children  with  certain  special  health  care  needs  and 
those  assisted  with  medical  technology  present  special 
challenges.  Each  should  have  an  individualized  health 


care  plan,  including  a  plan  for  emergency  care. 
MassSTART  (Massachusetts  Technology  Assistance 
Resource  Team,  sponsored  by  the  Department  of 
Public  Health)  is  available  to  provide  consultation  to 
schools  on  children  assisted  with  medical  technology 
and  the  development  of  their  care  plans. 

The  school's  emergency  care  plan  should  be  widely 
disseminated  u.ice  it  receives  administrative  approval. 
School  nurses  often  take  the  lead  in  sharing  the  plan  at 
faculty  orientation,  school  committee  meetings  and  on 
staff  professional  days.  The  greater  percentage  of  staff 
who  understand  the  plan  and  the  specific  roles  they 
should  assume  in  an  emergency  situation,  the  more 
likely  the  successful  outcome. 

Recognizing  that  only  the  most  experienced  clinical  staff 
are  comfortable  in  an  emergency,  practice  for  all  staff 
should  be  an  integral  part  of  the  emergency  care  plan. 
Some  schools  have  already  implemented  regularly 
scheduled  drills  with  their  local  emergency  medical 
services.  During  these  drills,  a  mock  emergency 
determines  the  response  of  both  the  responsible  school 
personnel  and  the  local  EMS.  The  drill  is  then  reviewed 
to  determine  how  response  could  be  improved,  should 
an  actual  emergency  event  occur. 

This  newsletter  is  designed  to  assist  school  districts  in 
the  critical  task  of  developing  comprehensive,  yet 
practical,  plans  for  dealing  with  both  individual  and 
group  emergencies.  As  you  read  it,  ask  yourself,  "Does 
my  school  have  an  emergency  care  plan  in  place?  Has 
it  been  tested  to  determine  its  effectiveness?"  If  the 
answer  to  either  or  both  these  questions  is  no,  we  urge 
you  to  begin  the  planning  process  today.  The  health 
and  safety  of  your  students  and  staff  depend  on  it! 


Anne  H.  Sheetz,  R.N.,  M.P.H. 
Director  of  School  Health 


C.N.A.A. 


"Ten  to  twenty-five  percent  of  almost  22  million  childhood  injuries  that  occur  each  year  in  the  United  States  take  place 
in  school  or  during  school-sponsored  activities.  "  -  Marc  Posner,  Education  Development  Center,  Newton,  MA 
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NEWS  BRIEFS 

THIS  COULD  SAVE  YOUR  CHILD'S  LIFE:  A  SCHOOL  BUS  HANDRAIL  HANDBOOK:  Since  1991 , 
six  children  have  died  and  many  more  have  been  injured  because  they  snagged  their  clothing,  book 
bags,  and  other  items  on  handrails  as  they  exited  school  buses.  More  than  400,000  school  buses 
have  been  recalled  and  manufacturers  have  absorbed  the  cost  of  the  repairs.  A  new  booklet,  This 
Could  Save  Your  Child's  Life:  A  School  Bus  Handrail  Handbook,  shows  how  to  detect  and  correct 
potentially  dangerous  handrails  on  school  buses.  To  receive  a  copy  of  this  booklet,  write  to  the 
Safety  Countermeasures  Division,  National  Highway  Traffic  Safety  Administration,  NTS-23,  400 
Seventh  Street,  S.W.,  Washington,  DC  20590,  or  send  a  fax  to  (202)  366-7149.  For  questions 
about  recalls  call  NHTSA's  Auto  Safety  Hotline,  800-424-9393.  Submitted  by  Heather  McLaughlin, 
MDPH  Injury  Prevention,  624-5412. 

PUBLIC  HEALTH  FACT  SHEET  ON  MENINGOCOCCAL  DISEASE:  The  revised  fact  sheet  was 
published  in  February  1 997  and  is  available  by  calling  The  Massachusetts  Department  of  Public 
Health  Epidemiology  Program  at  (617)  983-6800. 

CHILDREN'S  MEDICAL  SECURITY  PLAN:  The  Department  of  Public  Health  extends  sincere 
thanks  to  all  the  school  nurses  who  have  informed  families  about  the  primary  care  insurance 
available  through  the  Children's  Medical  Security  Plan.  We  urge  you  to  continue  to  reach  out  to 
families  that  may  need  this  insurance.  During  the  month  of  March,  John  Hancock  sent  informational 
packets  for  enrolling  children  in  need  of  emergency  medical  services  to  all  school  nurses.  Please 
call  Jacqueline  Williams,  Community  Liaison,  Children's  Medical  Security  Plan,  at  (617)  624-6086 
if  you  have  further  questions. 

CDC  GUIDELINES  FOR  SCHOOL  AND  COMMUNITY  PROGRAMS:  PROMOTING  LIFELONG 
PHYSICAL  ACTIVITY  AMONG  YOUNG  PEOPLE:  The  Centers  for  Disease  Control  has  just  issued 
these  guidelines  for  schools.  Copies  can  be  downloaded  from  the  Internet  at  /7ttp://www.cdc.gov. 
(On  the  CDC  home  page,  click  on  MMWR,  select  Recommendations  and  Reports,  and  then 
select  March  7, 1997.)  Print  copies  are  available  from:  CDC,  Division  of  Adolescent  and  School 
Health,  ATTN:  Resource  Room,  4770  Buford  Highway,  Mailstop  K-32,  Atlanta,  GA  30341-3724. 
Phone:  (888)  CDC-4NRG. 

EYE  HEALTH  AND  SAFETY  INFORMATION  FOR  SPRING:  The  following  three  products  are 
available  from  Prevent  Blindness  Massachusetts:  1 )  "Play  It  Safe  With  Your  Eyes"  video  and 
curriculum,  the  only  comprehensive  video  education  program  on  eye  health  and  safety  for  children 
in  preschool  through  the  second  grade.  Curriculum  contents:  8-minute  VHS  video,  teacher's  guide, 
coloring  books,  give-away  stickers,  color  poster,  audiocassette  of  Play  It  Safe  song.  [Cost:  $89.95, 
plus:  $8.95  shipping  &  handling.  Total  Cost:  $98.90].  2)  "In  the  Blink  of  an  Eye"  video.  The  new 
occupational  eye  safety  video  featuring  Richard  Kam  of  TV's  "Home  Improvement"  emphasizes 
the  importance  of  wearing  eye  protection  that  meets  the  regulations  and  standards  of  the  American 
National  Standards  Institute  (ANSI)  and  the  Occupational  Safety  and  Health  Administration  (OSHA). 
Package  includes:  1 1 -minute,  color  poster,  guide  for  safety  directors.  [Cost:  $20  for  100  stickers, 
plus  $3.95  shipping  and  handling.  Total  Cost:  $23.95].  3)  "First  Aid  for  Eye  Emergencies";  this  is 
essential  for  every  first-aid  kit,  medicine  cabinet  or  work  area.  Adhesive  sticker  lists  first-aid 
techniques  for  chemical  burns,  blows  to  the  eye,  and  cuts  or  punctures  of  the  eye  or  eyelid. 
[Cost:  $20  for  100  stickers,  plus  $3.95  shipping  and  handling.  Total  Cost:  $23.95].  For  a  free 
catalog  of  educational  materials  and  more  information  about  Prevent  Blindness  Massachusetts, 
please  contact  Nancy  Venator,  Prevent  Blindness  Massachusetts,  (617)  489-0007. 

HEPATITIS  B  IMMUNIZATION  REQUIREMENT  FOR  CHILDREN  WHO  ENTER  KINDERGARTEN 
IN  THE  FALL  OF  1997,  WHO  WERE  BORN  BEFORE  JANUARY  1, 1992.  The  regulations  state 
that  only  those  children  born  after  January  1 , 1992  are  required  to  have  these  immunizations. 
(January  1 ,1992  was  the  date  when  birth  hospitals  received  the  vaccine  for  newborns.)  However, 
the  Department  encourages  the  immunization  of  children  entering  kindergarten  and  born  before 
January  1 .  Free  vaccine  is  available  for  this  purpose.  
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SCHOOL  NURSE  AND  EMERGENCY 
MEDICAL  SERVICES:  ENCOURAGING 
TEAMWORK 

by  Paul  H.  Coffey,  B.S.,  Certified  EMI". «   

Basic  EMT  Training  Coordinator 
Department  of  Public  Health 
Office  of  Emergency  Medical  Services 


jince    the    1970's    Emergency  Medical 

Services  (EMS)  has  expanded  its  role  from 
ambulance  drivers  with  first  aid  training,  to  a 
modern  pre-hospital  patient  care  system 
employing  Basic  Emergency  Medical 
Technicians  (EMTs),  EMT-lntermediates 
and  EMT-Paramedics.  At  the  same  time, 
the  school  nurse  has  moved  from  the  role  of 
taking  temperatures  and  applying  cold 
compresses  to  the  first  and  sometimes  only 
healtn  care  provider  to  whom  many  students 
have  access.  Dispensing  multiple 
medications  and  administering  treatments  to 
children  with  intravenous  lines,  feeding 
tubes  and  tracheostomy  tubes  are  among  a 
few  of  the  many  challenges  school  nurses 
face  as  more  children  with  special  health 
care  needs  attend  school  in  our 
communities. 

The  changes  in  both  EMS  and  school 
nursing  occurred  independently  and  without 
much  notice  by  the  other  side.  As  we  both 
confront  patients  in  a  school  setting  who 
need  advanced  care,  both  groups  need  to 
become  re-acquainted  with  the  levels  of 
training  and  sen/ices  that  each  can  and 
must  provide. 

The  biggest  obstacle  to  a  true  teamwork 
approach  is  lack  of  knowledge  about  the 
other  team  members.  The  start  of  every 
school  year  brings  new  challenges  to  the 
school  nurse.  As  soon  as  the  school  day 
settles  into  a  routine  (if  that  ever 
happens!),  it  is  a  good  idea  to  invite  the 
local  EMS  responders  to  the  school  for  a 
"get  acquainted"  session.  The  EMS  and 
providers  in  your  town  may  include  the 
local  police  department,  local  fire 
department,  local  ambulance  service  and 


an  area  Advanced  Life  Support  (ALS) 
unit(s). 

They  each  should  receive  a  map  (floor 
plan)  of  your  school  with  room  locations. 
They  should  learn  about  the  conditions 
of  any  student  or  staff  member  that 
might  require  their  services.  They 
should  know  the  hours  that  the  school 
nurse  is  scheduled  to  be  at  that  school 
and  if  any  other  persons  have  first  aid 
and/or  CPR  training. 

School  nurses  need  to  know  whether  or 
not  the  local  police  and/or  fire 
department  (first  responders)  will 
respond  to  every  call  for  medical 
assistance.  Each  city  and  town 
determines  who  is  sent  on  a  medical 
call.  Do  these  first  responders  have  an 
automatic  or  semi-automatic  defibrillator 
for  cardiac  arrests?  Does  the 
ambulance  service  provide  basic  life 
support  with  basic  level  EMTs,  or 
advanced  life  support  with  EMT- 
Paramedics?  Does  the  Basic  Life 
Support  (BLS)  ambulance  service  carry 
epinephrine  auto-injectors  and/or 
cardiac  defibrillators? 

If  your  town  has  a  BLS  ambulance 
service,  do  they  have  access  to  a 
regional  advanced  life  support  unit? 
Where  is  the  ALS  unit  based?  Will  they 
respond  to  the  school  or  meet  the 
ambulance  en  route  to  the  hospital? 

Another  step  is  to  ensure  that  all  faculty 
know  how  and  when  to  access  their 
local  EMS  system.  Co  you  dial  9-1-1  to 
call  for  help,  or  do  you  dial  9  (9-1-1)  or  8 
(9-1-1)?  A  handful  of  communities  do 
not  have  9-1-1  yet,  so  the  seven  digit 
local  fire,  police  and  EMS  telephone 
numbers  should  be  posted  by  every 
telephone. 

Important:  Please  remind  everyone  that 
dialing  9-1-1  on  a  cellular  telephone  will 
NOT  connect  you  with  your  local  police, 
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fire  and  EMS  center.  Cellular  calls  are 
directed  to  a  state  police  dispatch  center 
that  may  be  hundreds  of  miles  away 
from  your  school.  No  matter  whom  you 
call  or  how  you  call,  make  sure  the 
following  information  is  given: 

Information  Required  When  You  Make 
a  Call  to  Your  Local  EMS: 

-  Give  the  call-taker  the  nature  of  the 
emergency.  What  is  wrong?  Depending 
on  the  problem  and  the  dispatch  center's 
capabilities,  the  call  may  be  directed  to 
another  call-taker.  DO  NOT  HANG  UP! 

-  State  your  name,  the  street  name,  the 
street  number  and  the  town  or  city  from 
which  you  are  calling. 

-  State  the  name  of  the  school  and  the 
exact  location  (floor  and  room  number)  of 
the  emergency. 

-  State  the  closest  entrance  to  use  and 
whether  a  staff  or  faculty  member  will  be 
waiting  to  guide  them. 

-  Do  not  hang  up!  Enhanced  9-1-1 
systems  will  bring  up  the  telephone 
number  and  address  of  most  telephone 
calls.  Enhanced  9-1-1  systems  cannot 
bring  up  specific  location  information  from 
Centrex  or  switchboard  routed  calls  or 
from  cellular  phone  calls. 

What  EMS  May  Ask/Tell  the  Caller: 

•  How  many  patients  need  assistance? 

•  Is  the  patient  breathing? 

•  Is  the  patient  conscious? 

•  Is  the  patient  bleeding? 

•  What  are  you  or  someone  else  doing 
to  help? 

•  What  is  the  name  and  phone  number 
of  caller? 

•  Be  sure  to  send  adult  to  meet  the 
EMTs.  (Send  the  adult  back,  if  more 
help  is  coming.) 


(Please  note:  More  specific  information 
on  handling  emergencies  is  found  in 
"The  Comprehensive  School  Health 
Manual"  published  by  the  Department  of 
Public  Health,  Bureau  of  Family  and 
Community  Health,  pages  2-13  to  2-18. 
I  highly  recommend  that  excerpts  of  this 
manual  be  distributed  to  any  staff  who 
may  assist  you  in  caring  for  students.) 

While  waiting  for  EMS  to  arrive,  it  will  be 
helpful  to  have  another  staff  member 
find  and  copy  the  Emergency 
Information  Card  for  that  student.  Give 
the  emergency  card  (page  2-73, 
Comprehensive  School  Health  Manual) 
to  EMTs  when  they  arrive.  The 
information  on  the  card  may  be  very 
helpful  both  to  the  EMS  and  the 
hospital. 

Check  with  the  EMTs  to  determine  if 
you  or  a  teacher  should  accompany  the 
child  to  the  hospital.  This  issue  should 
be  raised  in  the  "get  acquainted" 
session  early  in  the  school  year 
(although  the  EMTs  in  the  ambulance 
may  not  be  the  same  ones  you  met  with 
in  September  or  October). 

Finally,  if  any  problems  do  arise,  seUie 
them  with  the  EMS  supervisor  the  next 
day.  If  you  do  not  solve  it  at  that  level, 
ask  to  meet  with  the  head  of  the  local 
EMS  system.  Don't  be  afraid  to  call  for 
a  re-acquaintance  meeting  from  time  to 
time  before  any  problems  arise.  The 
more  often  we  can  meet  and  talk  before 
the  emergency  arises,  the  easier  it  is  for 
EMTs  and  school  nurses  to  work 
together  as  a  team. 


If  you  need  information  about  the 
emergency  medical  services  system  in 
general,  please  call  me  at  (617)  753- 
8300,  or  write  me  at  OEMS,  470  Atlantic 
Avenue,  2nd  Floor,  Boston,  MA  02210. 
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EMERGENCY  MEDICAL  SERVICES 
FOR  CHILDREN  (EMSC) 

by  Janet  Berkenf  leld 
Massachusetts  Department  of  Public  Health 


yyg  one  wants  to  think  of  children  having 

emergency  situations.  However,  when 
these  situations  occur,  most  of  us  would 
like  to  believe  that  our  emergency  medical 
services  are  prepared  to  provide  our 
children  with  the  care  they  need  as  soon 
as  they  need  it.  We  would  like  to  be 
assured  that  the  ambulance  that  comes  to 
our  door  is  well  equipped,  the  emergency 
med'oal  technicians  (EMTs)  are  well 
trained,  and  that  the  hospital  to  which  the 
child  is  taken  has  an  emergency 
department  that  is  well  equipped  and 
staffed  by  providers  trained  in  pediatrics. 

Fortunately  for  most  children,  emergency 
situations  are  relatively  infrequent; 
however  when  they  do  occur,  our 
emergency  medical  service  providers 
need  to  be  well  trained  and  well  equipped 
to  give  pediatric  care,  which  is  different  in 
many  ways  from  that  of  adults.  At  the 
community  level,  primary  care  and  school 
health  providers  need  to  be  integrated 
into  the  emergency  care  system. 
Pediatricians  must  have  the  necessary 
skills  to  handle  an  emergency  situation 
which  may  occur  in  their  offices.  School 
nurses  need  the  support  of  parents  and 
school  officials  to  plan  ahead  for 
emergencies  and  closely  coordinate  their 
planning  with  the  local  emergency 
medical  services. 

The  emergency  care  system  as  we  know 
it  in  the  United  States  is  an  outgrowth  of 
the  triage  system  developed  during  the 
Korean  and  Vietnam  Wars.  That  system, 
brought  back  to  the  United  States, 
proved  helpful  in  improving  the  survival 
rates  of  adult  patients  with  cardiac  arrest 


and  other  emergent  conditions. 
Gradually,  however,  emergency  care 
providers  began  to  realize  that  children 
were  not  faring  so  well  in  the  EMS 
system,  which  had  not  been  developed 
to  respond  to  their  particular  needs.  In 
response  to  this  situation,  in  1985 
Congress  appropriated  funding  for 
grants  to  the  states  to  improve  the 
emergency  care  provided  to  children, 
and  by  1997  almost  all  states  had 
received  a  federal  grant  to  upgrade 
EMS  for  children.  Grant  funds, 
administered  by  the  federal  Maternal 
and  Child  Health  Bureau,  have  been 
used  for  a  variety  of  initiatives,  including 
the  enhancement  of  pediatric  training  for 
EMS  providers,  the  development  of 
standards  for  ambulance  equipment  and 
protocols  for  pre-hospital  treatment,  trie 
improvement  of  EMS  for  special  needs 
children,  and  the  development  of 
educational  programs  for  school  nurses. 

Massachusetts  has  had  EMSC  grant 
funding  since  October  1992.  Our  vision 
is  not  so  different  from  that  of  other 
states:  Our  91 1  dispatchers  and  fire  and 
police  first  responders  should  be  trained 
and  equipK.d  to  provide  appropriate 
care  to  children;  our  ambulances  should 
be  stocked  with  child-size  equipment; 
EMTs  and  paramedics  should  be 
adequately  trained  in  pediatrics;  our 
hospital  emergency  departments  should 
be  equipped  and  staffed  to  triage  or 
care  appropriately  for  children;  and 
there  should  be  routine  referral 
mechanisms  in  place  to  make  sure 
children  get  to  rehabilitation  services 
when  they  need  them.  In  our 
communities,  primary  care  physicians, 
school  health  providers  and  parents 
should  be  acquainted  with  injury 
prevention  methods  and  should  be  able 
to  recognize  a  pediatric  emergency 
when  it  is  occurring  and  respond 
appropriately.  Making  this  vision  a 
reality  is    the  greater  goal    of  the 
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Massachusetts  EMSC  Project.  The 
EMSC  Project  has  developed  pediatric 
ambulance  equipment  standards  and  has 
written  pediatric  pre-hospital  treatment 
protocols  for  EMTs  and  paramedics.  It 
has  sponsoied  a  number  of  training 
programs  primarily  for  pre-hospital 
providers,  including  a  pediatrics  course 
for  EMT  instructors,  a  refresher  course  in 
pediatrics  for  paramedics,  Emergency 
Nurse  Pediatric  Care  courses  for 
emergency  department  nurses  (co- 
sponsored  with  the  Emergency  Nurses 
Association),  and  pediatric  Basic  Life 
Support  training  for  EMTs  on  site  in  their 
communities. 

The  EMSC  Project  works  closely  with 
injury  prevention  initiatives  across  the 
state,  strengthening  the  natural 
collaboration  between  EMS  provider;  and 
injury  prevention  professionals. 

In  1995  the  EMSC  Project  conducted  a 
survey  of  acute  care  hospital  emergency 
departments  to  obtain  an  inventory  of 
their  pediatric  resources.  Findings 
indicated  that  while  most  hospitals  were 
well  equipped  to  care  for  children,  the 
training  and  continuing  education  levels  of 
emergen^'  department  physicians  and 
nurses  were  quite  variable.  As  a  result  of 
these  findings,  EMSC  will  be  focusing  on 
developing  standards  for  emergency 
department  provider  training,  as  well  as 
actually  providing  some  of  that  training. 

Emergency  care  for  children  with  special 
health  care  needs  has  been  identified  as 
a  priority  need,  and  Project  staff 
collaborate  closely  with  the 
Massachusetts  Department  of  Public 
Health,  Division  for  Children  with  Special 
Health  Care  Needs,  which  is  funded 
through  the  federal  Maternal  and  Child 
Health  Bureau  Title  V  programs.  These 
children  are  receiving  attention  from  the 
EMSC  through  its  participation  in  Project 
Safe  Child.  This  project  is  a  coalition  of 
tertiary    care    hospital    providers  and 


representatives  from  a  variety  of  state  and 
private  agencies  who  have  come  together 
to  develop  improved  discharge  planning 
for  technology-dependent  children  and 
to  assure  that  each  child  being 
discharged  home  has  in  place  an 
emergency  response  plan  that  includes 
the  active  awareness  and  participation  of 
the  community  EMS  agency,  the  primary 
care  provider,  the  community  hospital  and 
the  school. 

Another  important  initiative  has  been  a 
study  of  emergency  care  for  children  in 
two  Massachusetts  communities.  The 
study  focused  on  parent  and  primary  care 
provider  attitudes  toward  emergency 
recognition  and  response  in  an  effort  to 
understand  the  particular  risks  faced  by 
children  in  those  communities  and  the 
ability  of  the  local  EMS  system  to  respond 
to  pediatric  emergencies.  Results  of  the 
study  indicated  that  primary  care 
providers  play  a  critical  role  in  preparing 
parents  to  recognise  and  respond  to 
emergencies,  but  these  providers  are  not 
always  as  well  integrated  into  the 
emergency  care  network  as  they  could 
be.  Plans  are  underway  to  reach  out  to 
pediatricians  and  family  practice 
physicians  to  enhance  their  office 
readiness  to  cope  with  emergencies  and 
to  support  their  role  as  parent  educators 
on  injury  prevention  and  emergency 
response 

Another  finding  from  our  community  study 
is  that  health  care  providers  who  may  be 
providing  different  aspects  of  emergency 
care  do  not  always  communicate  with 
each  other  as  well  as  they  could.  School 
nurses  in  particular  have  expressed 
concern  over  their  lack  of  contact  with 
their  community's  EMS  providers,  as  well 
as  with  their  own  lack  of  resources  for 
emergency  preparedness  within  the 
school  setting.  EMSC  staff  have  had  a 
number  of  discussions  with  school  nurses 
across  the  state  on  the  subject  of 
emergency  preparedness.  The  following 
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are  some  of  the  issues  that  have  been 
raised: 


Jonah  Goldsmith  at  (617)  624-5430  or 
Janet  Berkenfield  at  (617)  624-5431 . 


•  In  many  school  systems,  the  nurse 
covers  several  buildings;  therefore 
each  school  building  needs  staff 
members  trained  in  CPR  and  first  aid. 

•  Many  nurses  need  telephone  lines  into 
their  offices,  thus  enabling  them  to 
summon  an  ambulance  immediately 
should  an  emergency  occur. 

•  In  many  communities,  the  ambulance 
service  needs  to  become  more  familiar 
with  the  school.  If  an  ambulance  is 
summoned,  the  EMTs  must  know 
.vhere  to  go. 

•  Nurses  need  to  have  first  aid  supplies 
readily  available.  The  question  of 
oxygen  availability  was  raised 
repeatedly.  In  a  pediatric  emergency, 
the  first  concerns  are  airway  and 
breathing,  yet  oxygen  is  not  usually 
stored  in  most  schools. 

•  Many  school  districts  need  to  develop 
emergency  plans,  which  are  then 
approved  by  the  school  administration 
and  widely  disseminated  to  the  faculty. 

•  Many  nurses  report  difficulty  reaching 
parents  in  an  emergency.  Also, 
parents  may  not  understand  the  limits 
of  emergency  care  in  the  school. 

Plans  are  underway  to  develop  a 
statewide  School  Nurse  Advisory  Council 
to  develop  recommendations  for  policy  on 
some  of  these  issues. 

If  you  are  interested  in  participating  in 
this,  or  if  you  have  other  issues  regarding 
emergency  care  in  the  school  that  you 
would  like  the  EMSC  Project  to  work  on, 
please  call  one  of  the  EMSC  staff: 


BROOKLINE  PUBLIC  SCHOOLS 
EMERGENCY  MEDICAL  RESPONSE 
PROTOCOL 

by  Mary  Ann  Ferrisi,  RN,  MEd. 
and  Dlerdre  London,  RN 


The  April  1993  issue  of  News  in  School 

Health  contained  an  outline  of  an 
Emergency  Care  Program  for  School 
Settings.  The  outline  stated  that,  "Every 
school  should  have  a  current,  written 
plan  for  emergency  care  of  a  student(s) 
or  staff  member(s)  who  experiences  a 
life  threatening  or  potentially  life- 
threatening  illness,  injury  or  emotional 
crisis  which  requires  immediate  action. 
School  personnel  are  responsible  for  (1) 
providing  immediate  first  aid  care,  (2) 
arranging  for  appropriate  transportation 
to  a  health  care  facility,  and  (3)  notifying 
a  parent  or  person  identified  as  an 
emergency  contact."  The  newsletter 
stimulated  the  development  of  an 
emergency  care  prutocol  for  the 
Brookline  Public  Schools.  Prior  to  this 
time  there  had  been  several  emergency 
incidents  warranting  great  concern  by 
the  nursing  staff.  The  number  and 
seriousness  of  the  injuries  had 
escalated.  Also  the  nurses  recognized 
that,  in  the  event  of  multiple  injuries  in 
the  school  setting,  additional  medically- 
trained  personnel  would  be  required  to 
assist. 

The  school  nurses  first  met  with  the 
headmastr-r  of  the  high  school  and  the 
school  physician  to  gain  support  for  the 
development  of  a  protocol  (or  "recipe") 
for  the  staff  to  follow  in  the  event  of  an 
emergency.      The   planned  protocol 
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would  also  include  an  educational 
component.  After  receiving 

administrative   support,   the  following 
action  plan  was  implemented: 

Basic  Plan:  Convene  an  Emergency 
Care  Committee  which  included  the 
following:  school  administrator,  school 
health  personnel,  physical  education 
staff,  parents,  Brookline  School  Health 
Advisory  Committee  representation,  etc. 
The  Emergency  Care  Committee  would: 

1.  Identify  local  emergency  resources 
(police,  fire  department,  ambulance, 
emergency  medical  team,  poison 
control  center,  etc.).  Work  with  these 
resources  to  determine  what  services 
are  available,  how  they  might  meet  the 
school's  anticipated  needs,  response 
time,  etc.  Meet  with  representatives  of 
these  services  and  develop  a  realistic 
plan. 

2.  Identify  school  personnel  who  will 
assume  responsibility  for  providing 
cardio-pulmonary  resuscitation  and  first 
aid,  calling  emergency  resources, 
arranging  for  transportation  or  other 
needs,  and  notifying  parents,  guardians 
or  other  emergency  contact(s).  Include 
alternative  personnel  for  back-up  in 
case  the  assigned  person  is  not 
available. 

Based  on  its  fact-finding,  the  committee 
developed  an  emergency  plan  for  the 
schools. 

Plan  Dissemination:  At  the  beginning  of 
the  1993-94  school  year  we  placed  the 
written  emergency  plan  in  the  staff's 
opening  day  informational  folders.  The 
nurses  also  presented  an  overview  of  the 
plan    and    information    on  universal 


precautions.  Latex  gloves  were 
distributed. 

Training:  With  the  receipt  of  funding 
from  a  person  who  believed  that  cardio- 
pulmonary resuscitation  and  first  aid 
training  are  invaluable  for  our  school 
community,  we  implemented  a  training 
program.  First  we  offered  the  basic  four- 
hour  American  Red  Cross  "Until  Help 
Arrives"  course  to  all  interested  staff.  We 
then  collaborated  with  the  Educational 
Director  of  the  ambulance  service 
contracting  with  the  Town  of  Brookline  to 
provide  a  CPR  course  for  staff.  The 
coordination  of  this  educational  piece 
proved  difficult  because  of  the  staff's  time 
limitations.  All  educational  programs 
were  offered  after  school.  School  nurses 
gave  the  first  aid  training  while  the 
ambulance  service  provided  the  CPR 
training. 

Since  passage  of  the  Education  Reform 
Act,  we  offer  Professional  Development 
Points  (PDP's)  for  these  programs  to 
faculty  who  require  them  for  re- 
certification.  This  has  proved  an  incentive 
for  staff  to  participate  in  the  cources. 


Results:  During  the  first  year  we  trained 
39  staff  in  first  aid  and  12  in  CPR. 
Numbers  have  increased  each  year.  We 
fine  tune  the  protocol  annually,  according 
to  each  school  building's  needs. 

While  the  establishment  of  an 
emergency  plan  for  the  Brookline  Public 
Schools  required  many  school  nursing 
hours  and  much  tenacity,  it  has  been  an 
extremely  important  project  for  our 
health  service  program  to  undertake.  It 
has  also  proven  effective  in  emergency 
situations. 
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DOES  YOUR  SCHOOL  HAVE  AN 
EMERGENCY  CARE  PLAN? 

For  information  on  developing  your  plan, 
see  Chapter  2  of  the  Massachusetts 
Department  of  Public  Health 
Comprehensive  School  Health  Manual, 
pages  2-13  to  2-18. 


BLUE  HILLS  REGIONAL 
VOCATIONAL  TECHNICAL  SCHOOL 
SAMPLE  EMERGENCY  CARE  PLAN 

by  Kathy  Vachon 
School  Nurse 


The  following  sample  emergency  care 

plan,  entitled,  "Code  Blue  Emergency 
Care  Procedures,"  was  developed  under 
the  leadership  of  Kathy  Vachon,  School 
Nurse,  for  the  Blue  Hills  Regional 
Vocational  Technical  School.  The  school 
has  kindly  offered  to  share  it  as  an 
example  of  some  types  of  activities  which 
other  schools  should  consider  in  their 
plans. 

An  emergency  occurs:  The  department 
head  or  teacher  in  charge  notifies  the 
school  nurse,  at  emergency  telephone 
311  or  288.  (N.B.  In  certain  life- 
threatening  situations,  911  should  be 
called  immediately.) 

School  Nurse 

•  Reports  to  the  scene. 

•  Determines  whether  to  notify  ambulance, 
police  or  fire  department  and  if  the 
EMERGENCY  SUPPORT  TEAM  (EST)  is 
needed.  The  Emergency  Support  Team 
consists  of  the  school  nurse, 
administrators,  athletic  director,  and 
teacher  volunteers,  etc. 

•  If  necessary,  notifies  receptionist Xo  call 
Code  Blue  and  appropriate  agencies. 

•  Notifies  receptionist  when  emergency  is 
concluded. 


Receptionist 

•  Announces  Code  Blue  over  the  public 
address  system,  and  location  of  emergency. 

•  Calls  ambulance  when  notified  by  school 
nurse  or  designee  (828-1313). 

•  Notifies  the  Assistant  Director  of  Student 
Affairs,  Assistant  Director  of  Vocational 
Departments,  Academic  Coordinator  and 
Administrator  of  Special  Services. 

•  Notifies  remaining  administrators  and 
Superintendent-Director  if  no  response 
from  All-Call. 

•  Informs  all  incoming  calls  of  a  medical 
emergency.  No  calls  to  be  connected. 

Assistant  Director  of  Student  Affairs  (Back- 
up: Administrator  of  Special  Services) 

•  Remains  at  the  reception  desk. 

•  Turns  off  all  bells. 

•  Supplies  escort  to  the  ambulance.  (N.B.  In 
most  cases  ambulance  should  be  met  at 
the  entrance  closest  to  the  incident.) 

•  Notifies  parents.  (Call  nurse's  office  for  the 
number  > 

•  Serves  as  a  liaison  between  Canton  Police 
Department,  Fire  Department,  and  the 
school. 

•  Assistant  Director  of  Student  Affairs' 
secretary  reports  to  the  nurse's  office. 

Emergency  Support  Team  (E.S.T.) 

•  Emergency  Support  Team  reports  to  the 
area  as  pre-arranged.  Any  teacher  near  an 
Emergency  Support  Team  member  is 
requested  to  fill  in  until  a  substitute  arrives. 

•  All  teachers  on  Prep  Period  should  report  to 
the  nearest  administrator's  office  for 
assignment  if  necessary. 

Administrators 

•  Administrators  in  charge  of  the  vocational 
and  academic  areas  report  to  the 
emergency  site  and  notify  the  receptionist 
of  their  arrival. 

•  The  Assistant  Director  of  Student  Affairs 
and  Administrator  of  Special  Services 
report  to  the  reception  desk. 
-Remain  in  close  contact  with  the 

receptionist. 
-If  the  situation  warrants,  notifies  the 
receptionist  to  contact  the  school 
physician. 

-Contacts  the  receptionist  for  additional 
support. 

-All  other  administrators  contact 
the  receptionist  to  inform  her/him  of 
their  location  and  stand  by  for 
further  instruction. 
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Teachers  must  keep  their  students  in  the 
classroom  or  shop  until  further  instructions  are 
given  over  the  public  address  system  For 
example,  if  Code  Blue  is  announced  and  a 
period  is  about  to  end  or  the  school  to  close, 
teachers  should  keep  their  students  until  further 
direction  is  given,  in  order  to  keep  the  corridors 
and  outside  traffic  ways  clear  for  emergency 
personnel. 


Educational  Program 
Presented  by  the  University  of 
Massachusetts/Simmons  College 
School  Health  Institute 

EMERGENCIES  IN  THE 
SCHOOL  SETTING 

This  workshop  will  enhance  the  ability 
of  school  personnel  to  provide  safe  and  efficient 
response  to  emergency  situations 
in  the  school  setting. 

6/2/97:  Simmons  College  9:00-3:00 
$16.00 

6/9/97:  Amherst  9:00-3:00 
$16.00 

Call  (508)  999-8249  for  more  information. 


GEAR  UP  FOR  SAFETY 

by  Diane  Butkus,  Injury  Prevention  and 
Control  Program, 
Massachusetts  Department  of  Public  Health 


you  know  that  bike  helmets  are  not 

only  a  proven  measure  in  reducing  head 
injuries  to  cyclists,  but  are  also  the  law 
for  young  cyclists  in  Massachusetts? 
March,  1997,  marked  the  third 
anniversary  of  the  implementation  of  the 
Massachusetts  Bicycle  Helmet  Law, 
which  went  into  effect  March  8,1994.  The 
law  requires  children  under  age  13  to 
wear  an  approved  helmet  when  bicycling 
or  riding  as  passengers  on  public  ways. 
(Infants  under  one  year  are  not  allowed 
as  passengers.)    Massachusetts  now 


stands  among  15  states  and  30 
municipalities  that  have  enacted  bicycle 
helmet  laws. 

Why  the  recent  interest  in  bicycle  safety 
and  helmet  promotion?  With  the 
increased  environmental  and  fitness 
consciousness  has  come  an  increase  in 
bicycling.  There  are  an  estimated  67 
million  cyclists  in  the  United  States 
today,  40%  of  whom  are  children  ages 
14  and  under.  Cyclists  of  age  14  and 
under  account  for  one-third  of  all 
bicyclists  deaths  and  two-thirds  all 
cycling  injuries.  Bicycles  are  now 
responsible  for  more  injuries  than  any 
other  consumer  product.  (Inline  skating 
is  a  growing  source  of  injuries:  105,000 
inline  skating  injuries  required 
emergency  treatment  in  1995,  almost 
double  the  number  from  1993.) 

While  the  injury  statistics  are 
compelling,  another  set  of  numbers  are 
more  encouraging.  Research  has 
shown  that  bike  helmets  can  reduce  the 
risk  of  head  injury  by  85%  and  brain 
injury  by  88%.  Universal  helmet  use 
could  prevent  one  childhood  death  daily 
and  one  injury  every  four  minutes.  As 
childhood  bike  helmet  use  has  improved 
nationally  from  an  estimated  2%  usage 
rate  five  years  ago  to  approximately 
15%  now,  both  the  variety  and 
affordability  have  increased  as  well. 
Stylish,  lightweight  and  approved  bike 
and  multi-sport  helmets  are  easily 
purchased  through  many  toy,  discount 
and  bicycle  shops  as  well  as  through  a 
variety  of  bulk-purchase  programs 
available  to  schools,  community  groups 
and  others.  "Kid-pleasing"  styles  that 
meet  federally  approved  ASTM 
American  Society  for  Testing  and 
(Materials),  SNELL  (Snell  Memorial 
Foundation)  and  ANSI  (American 
National  Standards  Institute)  standards 
are  now  budget-pleasing  as  well,  with 
many  available  for  bulk  purchase  at 
under $10.00  each. 


10 


While  the  Massachusetts'  helmet  law 
does  not  carry  a  penalty  for  non- 
compliance, it  has  served  to  rally  safety 
advocates,  medical  providers,  school 
and  community-based  staff,  and  parents 
and  children  themselves  to  promote  the 
"use  your  head,  wear  a  helmet" 
message.  The  Massachusetts  Bicycle 
Safety  Alliance,  a  volunteer  coalition  of 
over  30  statewide  and  community- 
based  agencies  and  groups 
representing  medical,  injury  prevention, 
education,  bicycling  advocacy  and 
service  organizations,  has  been 
promoting  bike  safety  and  helmet  use 
through  a  variety  of  activities  including, 
media  campaigns,  incentive  programs, 
hospital-based  Helmet  Rx  discount 
helmet  programs,  video,  curriculum  and 
policy  develop,  nent,  sports  events,  bike 
rodeos,  and  professional  and  consumer 
education.  Safety  advocates  will  have 
new  bike,  inline  skating  and  pedestrian 
safety  materials  available  this  summer 
as  a  result  of  a  grant  from  the 
Governor's  Highway  Safety  Bureau.  The 
Ride  and  Roll  Safely  Program,  Inc. 
(formerly  the  Lexington  Bicycle  Safety 
Program)  in  conjunction  with 
WalkBoston  and  the  Boston  Childhood 
Injury  Prevention  Program,  will  develop 
bicycle,  inline  skating  and  pedestrian 
safety  cards  and  posters  for  free 
distribution  throughout  Massachusetts. 
Project  staff  will  also  survey  medical 
providers,  educators,  public  safety  staff, 
and  interested  advocates  and  agencies 
to  assess  their  needs  and  activities  and 
will  produce  a  free  guide  that  will 
showcase  innovative  programs  and 
resources.  To  request  materials 
or  find  out  more  information, 
contact  Project  Coordinator  Olga  Guttag 
@  (617)  863-6318  or  e-mail 
olga@oregano.lcs.mit.edu. 

Since    spring    is    here    and  more 


youngsters  and  adults  will  be  pulling  out 
their  bikes  and  strapping  on  inline 
skates,  now  is  a  great  time  to  get 
involved  in  promoting  bike/inline  skating 
safety.  Safety  advocates  can  participate 
in  many  ways,  including: 

•  offering  discount  helmets  and  safety 
literature  on-site; 

•  creating  educational  displays  during 
Bike  Safety  Month  in  May  -  use  a 
cracked  helmet  that  protected  its 
user  from  injury  to  demonstrate 
effectiveness; 

•  organizing  bike  safety  clinics, 
rodeos  and  helmet  "give-aways"; 

•  promoting  prevention  through  media 
and  community  outreach; 

•  sponsoring  a  bike/inline  skating 
safety  poster  or  essay  contest; 

•  supporting  local  incentive  programs 
that  reward  helmet  use; 

•  encouraging  local  medical  providers 
to  set  up  a  "helmet  prescription 
protocol"  for  their  patients; 

•  setting  a  good  example  by  always 
wearing  protective  equipment  when 
cycling  or  inline  skating. 

For  more  information  on  the 
Massachusetts  Bicycle  Safety  Alliance, 
call  Diane  Butkus  at  (617)  624-5428. 


TEACHING  CHILDREN  THE 
IMPORTANCE  OF  HANDWASHING 

by  Carol  Anne  O'Leary,  MS,  RNC 
Pediatric  Nurse  Practitioner 
Clinical  Oirector 
Hamilton  School,  Everett 


I\  is  a  well-known  fact  among  health 

care  professionals  that  handwashing  is 
the  best  way  to  prevent  the  spread  of 
infection.     In  February,  handwashing 


n 


education  was  the  focus  of  a  program 
for  the  students  and  staff  at  the 
Hamilton  School  in  Everett.  Everyone 
hopes  to  have  a  healthier  school  overall. 

The  idea  for  this  program  began  at  the 
school-based  health  center.  In  planning 
for  a  health  education  program,  Carol 
Anne  O'Leary,  nurse  practitioner, 
identified  handwashing  as  the  topic  that 
would  be  most  beneficial  to  children. 
Because  of  the  great  number  of  colds, 
sore  throats  and  coughs  that  children 
encounter  during  the  year,  teaching  how 
to  prevent  some  of  these  illnesses 
seemed  to  be  the  natural  choice.  In 
every  classroom  there  are  children  who 
cough,  wipe  their  nose  or  rub  their  eyes. 
Each  time  they  do  so,  the  possibility  of 
spreading  germs  to  others  increases. 
All  twenty-six  health  education  classes 
in  the  elementary  school  learned  about 
proper  handwashing  from  Mrs.  O'Leary 
and  Ms.  Kim  Auger,  the  school's  health 
educator.  The  program  began  with  a 
demonstration  using  the  "Glow  Germ" 
light.  This  is  a  fluorescent  light, 
marketed  by  the  Brevis  Corporation. 
Synthetic  "germs"  were  applied  to 
several  children's  hands  and  then  they 
were  asked  to  wash.  Any  remaining 
"germ"  would  fluoresce  under  the  light. 
The  children  were  surprised  that  their 
usual  methods  of  handwashing  were 
actually  quite  ineffective. 

A  video  was  utilized  in  teaching  proper 
handwashing  technique.  AH  Hands  On 
Deck  produced  by  the  Brevis 
Corporation,  was  well-received  by  all 
ages.  The  video  utilizes  an  actor  posing 
to  be  Xxzyzx  1391,  a  germ,  to  present 
the  reasons  for  handwashing  and 
demonstrate  proper  technique.  He 
encourages  the  viewers  to  "think  like  a 
germ"  when  it  comes  to  handwashing. 
A  discussion  followed  the  video;  then 


children  went  off  to  the  restrooms.  The 
students  practiced  handwashing  under 
supervision  and  they  were  given  helpful 
critique  as  needed. 

After  the  children  had  the  opportunity  to 
try  the  new  handwashing  technique,  the 
"Glow  Germ''  light  was  used  to  examine 
hands  again.  In  all  cases,  there  was 
great  improvement  in  the  results.  The 
children  truly  enjoyed  being  able  to  see 
the  difference  proper  handwashing 
makes.  Age-appropriate  written 
activities  were  used  to  finish  the  class 
and  provide  a  review.  These  included 
crossword  puzzles,  work  searches  and 
mazes  from  the  Germbusters  activity 
book  (also  available  from  Brevis). 
Children  were  encouraged  to  share 
information  with  their  family  members. 
A  letter  to  p^,  ants  and  the  guidelines  for 
proper  handwashing  were  sent  home 
with  each  child. 

Follow-up  regarding  the  effectiveness 
for  the  program  includes  reviewing 
absenteeism  rates  for  the  months 
following  the  program  and  comparing 
them  to  the  previous  months.  A  periodic 
review  of  proper  handwashing 
techniques  will  also  be  done  to  hep 
reinforce  this  healthy  habit. 

For  more  information  about  the  Glow 
Germ  Light  and  supplies,  please  call  the 
Brevis  Corporation  at  1-800-383-3377. 


TOBACCO  NEWS 

'Tobacco  use  is  the  leading  cause  of 

preventable  disease  and  death  in  the 
United  States.  Primary  smoking  claims 
an  estimated  419,000  lives  per  year. 
Tobacco    addiction    typically  begins 
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during  childhood  or  adolescence. 
Approximately  75%  of  cigarette  smokers 
tried  thei-  first  cigarette  before  their  18th 
birthday.  Initiation  of  daily  smoking 
generally  occurs  during  the  sixth 
through  ninth  grades.  Additionally,  a 
number  of  surveys  conducted 
throughout  the  United  States  show 
increasingly  high  rates  of  smokeless 
tobacco  use,  primarily  among  young 
males.  These  young  tobacco  users 
underestimate  the  addictive  nature  of 
nicotine  in  all  forms. 

Easy  access  to  cigarettes  is  a 
prerequisite  to  early  addiction. 
Strategies  to  reduce  youth  consumption 
of  tobacco  products  basically  focus  on 
the  supply  and  demand  side  of  the 
projlem.  School-based  tobacco 
preventi:~  curricula  and  ycuth  access 
policies  reduce  youth  demand  for  and 
supply  of  tobacco  products.  The 
Department  of  Public  Health  (DPH), 
through  the  Massachusetts  Tobacco 
Control  Program  (MTCP),  recognizes 
that  such  a  reduction  of  tobacco  use 
among  our  youth  is  a  community 
responsibility.  Under  the  guidance  and 
leadership  of  DPH/MTCP,  activities  and 
projects  throughout  the  commonwealth 
are  being  supported,  emphasizing 
tobacco  prevention  and  intervention  at 
the  local  level,  focusing  particularly  on 
youth.  The  MTCP  is  designed  to 
prevent  young  people  from  starting  to 
smoke  and  to  reduce  death  and 
disability  in  the  commonwealth  due  to 
smoking.  Therefore  the  Department  of 
Public  Health  and  the  Department  of 
Education  join  together  in  encouraging 
schools  to  work  closely  with  MTCP 
organizations  within  their  communities 
to  address  tobacco  control  issues. 
Suggestions  for  collaboration  may 
include: 

•  Involve  representatives  from  MTCP, 
Board  of  Health,  D.A.R.E.  and  the 
American  Cancer  Society  on  the 


school  health  advisory  committee 
that  is  required  in  the  Department  of 
Education  Health  Protection  grants); 

•  Complete  the  school  district  tobacco 
control  program  self-evaluation  form, 
share  results  with  the  advisory 
committee  and  plan  joint  strategies 
to  reduce  tobacco  use.  (Copies  of 
the  self  evaluation  tool  are  available 
by  calling  or  writing  the  School 
Health  Unit,  Massachusetts 
Department  of  Public  Health); 

•  Call  or  meet  with  the  local  Board  of 
Health  to  learn  about  planned  or 
implemented  tobacco  control 
ordinances  within  the  community; 

•  If  the  Board  of  Health  is  conducting 
compliance  checks  of  local  vendors 
to  determine  whether  they  are  selling 
tobacco  products  to  minors,  ask  if 
any  assistance  from  the  school  is 
needed; 

•  Join  your  local  tobacco  control 
coalition; 

•  Call  or  meet  with  your  local 
Prevention  Center  to  learn  what 
educational  materials  are  available 
for  your  school;  this  includes 
available  training  in  the  TEG  and 
TAP  programs  for  school-based 
facilitators  of  tobacco  education  and 
cessation  groups; 

•  Identify  local  cessation  programs  for 
adults  and  refer  families,  staff 
members  and  others  who  wish  to 
join  a  program  to  stop  the  use  of 
tobacco; 


Contact  your  local  MTCP  Regional 
Coordinator  for  additional  information/ 
guidance,  relative  to  community 
collaboration/assistance: 
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MTCP  Greater  Boston  Region 

Alice  Delgardo,  (617)  624-5916 

MTCP  Central  Region 

Mark  Boldt,  (617)  624-5924 

MTCP  Northeast  Region 

Joseph  Morrissey,  (617)  624-5915 

MTCP  Southeast  Region 

Sara  Sabourin,  (617)  624-5918 

MTCP  Western  Region 

Pam  Schwartz,  (617)  624-5917 


NUTRITION  NEWS 


^Jhe  1997  update  of  the  "Community 

Food  and  Public  Assistance  for  Families 
Eligibility  Guide"  is  available  to 
interested  parties  upon  request.  The 
guide  includes  a  summary  of  program 
benefits,  eligibility  criteria,  application 
procedures  and  where  to  get  more 
information.  Please  send  your  request 
to  Maria  Bettencourt,  DPH,  Division  of 
Prevention,  250  Washington  Street,  4th 
floor,  Boston,  MA  02108-4619. 

The  Food  Stamp  Outreach  Program  is 

seeking  student  volunteers  to  do 
leafleting  of  informational  flyers  in 
various  localities  throughout  the  state. 
Interested  individuals  should  contact 
Maria  Bettencourt  at  (617)  624-5440. 

jave  the  date.  On  June  4,  1997  there 

will  be  a  videoconference  entitled:  "Is 
Food  Safe  for  Kids?  Adverse  Reactions 
to  Foods."  It  will  be  available  for  viewing 
at  eight  sites  throughout  the  state.  For 
more  information,  contact  Maria 
Bettencourt  at  (617)  624-5440. 


UPDATES... 


RECOMMENDATIONS  FOR  USE  OF 
GLOVES:  Data  indicates  that  blood 
exposure  can  be  reduced  by  adopting 
the  work  practice  and  personal 
protective  equipment  recommendations 
of  the  Bloodborne  Pathogen  Standard 
of  the  U.S.  Occupational  Safety  and 
Health  Administration  (OSHA), 
published  in  Decemher  1991  (Federal 
Register,  29  CFR  1910.1030).  Persons 
occupational^  exposed  to  blood,  who 
do  not  use  gloves,  are  ten-times  more 
likely  to  have  serologic  markers  of 
hepatitis  B  infection  fhan  those  who  do 
routinely  use  gloves  when  exposure  is 
likely. 

Blood  drawing  and  placement  of 
intravenous  devices  are  clearly 
examples  of  procedures  where  gloves, 
usually  latex,  are  indicated.  In  all 
circumstances  in  which  direct  exposure 
to  blood,  or  other  potentially  infectious 
material  is  possible,  adequate 
precautions  should  be  taken,  including 
the  wearing  of  gloves  (and  if  splashes 
may  occur,  use  if  eye  protection). 

Administration  of  intramuscular  or 
subcutaneous  immunizations  is  a 
circumstance  that  presents  a  risk  of 
needlestick  injury  and  a  small  potential 
for  blood  exposure.  In  most 
circumstances,  the  risk  of  exposure  and 
the  amount  of  blood  present  is  very 
small.  Of  course,  needles  and  syringes 
must  be  safely  disposed  of  immediately 
and  needles  must  never  be  recapped. 

The  Department  of  Public  Health  does 
not  recommend  routine  use  of  latex 
gloves  for  administration  of  vaccines. 

The  benefit  of  gloves  in  the  setting  of  the 
very  small  risk  may  be  outweighed  by 
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inconvenience  and  cost.  The  use  of 
gloves  can  be  a  personal  choice. 
Whether  or  not  gloves  are  used,  care  to 
avoid  exposure  must  always  be  taken 
and  hands  must  be  washed  between 
clients.  For  more  information  contact 
Lorraine  Peavey,  RN,  Nurse  Educator, 
STD/HEP  B,  5th  floor,  State  Laboratory 
Institute,  305  South  Street,  Jamaica 
Plain,  MA  02130,  (617)  983-6852. 

INJURY/VIOLENCE  PREVENTION 
SERVICES:  The  Massachusetts 
Department  of  Public  Health  (MDPH) 
supports  many  violence  prevention 
programs  in  schools,  health  agencies, 
and  communities.  The  MDPH  Intentional 
h'ury/Violence  Prevention  Services 
coordinates  violence  prevention  efforts 
within  the  Department  of  Public  Health, 
and  works  to  develop  and  expand  effc+s 
to  prevent  violence,  including  child 
abuse,  youth  violence,  peer  violence, 
sexual  assault,  suicide,  self-inflicted 
injury,  dating  violence,  domestic 
violence,  and  elder  abuse.  School  staff 
wanting  more  information  may  contact 
Ellen  Connorton,  Intentional 

Injury/Violence  Prevention  Coordinator, 
Massachusetts  Department  of  Public 
Health,  Injury  Prevention  and  Control 
Program.  250  Washington  Street,  4th 
Floor,  Boston,  MA  02108-4619,  phone 
(617)  624-5433. 

In  addition,  the  Injury  Prevention  and 
Control  Program  of  the  MDPH  has 
produced  a  limited  number  of  PEACE 
Kits-Peace  through  Education  and 
Community  Empowerment.  Each 
PEACE  Kit  contains  strategies, 
resources  and  tools  designed  to  reduce 
violence  among  adolescents.  Specific 
topics  include  adolescent  violence, 
gangs  and  violence,  and  coalition 
building.  Each  kit  also  contains  an  18 
minute  videotape  entitled  "Every  Voice 
Counts,"  which  describes  practical  steps 


to  community  coalition  building,  a  set  of 
overhead  transparencies  with  a  script 
which  can  be  used  for  a  presentation, 
and  materials  for  a  violence  prevention 
awareness  campaign.  PEACE  Kits  may 
be  borrowed  from  the  Resource 
Specialist  at  your  local  Massachusetts 
Prevention  Center.  Contact  your 
Prevention  Center  for  more  information. 


NEW  MASSACHUSETTS  CHILD 
PASSENGER  SAFETY  LAW:  On  April 
9,  1997,  the  new  Massachusetts  Child 
Passenger  Safety  Law  went  into  effect. 
This  law  requires  children  under  age  5 
and  children  who  weigh  40  pounds  or 
less  to  be  properly  secured  in  a  child 
safety  seat  (car  seat)  when  riding  in  a 
motor  vehicle.  A  booster  seat  is 
required  for  children  under  5  who  weigh 
40-60  pounds.  While  the  law  states  that 
children  ages  5  to  12  must  wear  a 
safety  belt,  a  booster  seat  is  permissible 
and  recommended  for  children  in  this 
age  group  who  weigh  40-60  pounds. 
(The  Massachusetts  Seat  Belt  Law 
picks  up  where  this  law  leaves  off, 
requiring  people  ages  12  and  over  to 
wear  a  safety  belt.)  While  the  law 
exempts  school  buso°  children  whc 
meet  the  age  and  weight  criteria  are 
required  to  be  secured  in  a  child  safety 
seat  when  riding  in  "vehicles  for  hire," 
i.e.,  taxi  cabs  and  limousines.  This  is  a 
primary  enforcement  law.  A  police 
officer  may  stop  a  motor  vehicle  if  one 
or  more  children  are  riding  unrestrained. 
No  other  reason  is  needed.  The  fine  is 
$25  per  unrestrained  child. 

For  more  information,  and  to  request 
fact  sheets  on  the  law,  please  call  the 
Injury  Prevention  and  Control  Program, 
1-800-CAR-SAFE.  The  fact  sheets  are 
currently  available  in  English,  Spanish, 
Portuguese,  Chinese,  and  Vietnamese 
and  will  soon  be  available  in  Russian. 
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MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH 
BUREAU  OF  FAMILY  AND  COMMUNITY  HEALTH 
DIVISION  OF  PREVENTION 
SCHOOL  HEALTH  UNIT 
250  WASHINGTON  STREET,  4TH  FLOOR 
BOSTON,  MA  02108-4619 
FAX:  (617)  624-5922  OR  (617)  624-5075 


Anne  Sheetz,  Director  (617)  624-5070 

Margaret  Blum,  School  Health  Advisor,  (617)  624-5477  or  (508)  851-7261 

Janet  Burke,  Administrative  Secretary,  (617)  624-5471 

Tom  Comerford,  School  Health  Administrator,  (617)  624-5472 

Anne  DeMatteis,  School-Based  Health  Center  Program,  (617)  624-5473 

Diane  Gorak,  School  Health  Advisor  (617)  625-5493 

Alice  Morrison,  School  Health  Advisor,  (617)  624-5476 

Caty  Sibble,  Program  Coordinator,  (617)  624-5474 


The  staff  of  the  School  Health  Unit 
is  pleased  to  welcome 
Diane  Gorak,  B.S.N.,  M.Ed, 
who  w ill  share  the  responsibilities 

of  providing  consultation  to 
the  schools  in  the  Commonwealth. 

Diane  will  join  the  unit  on  April  28,  1 997 


William  F.  Weld,  Governor 
Joseph  Gallant,  Secretary 
David  H.  Mulligan,  Commissioner 
Deborah  Klein  Walker,  Assistant  Commissioner 
Linda  Jo  Doctor,  Division  Director 
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SCHOOL  HEALTH  UNIT  FALL  -  1997 


INFECTIOUS  DISEASES:  THE  ONGOING  CHALLENGE 


In  1992  the  School  Health  Unit,  Department  of  Public 
Health,  published  its  first  News  in  School  Health,  designed 
to  provide  updated  information  on  school  health  topics.  The 
content  focused  on  infection  control.  Five  years  later  the 
newsletter  again  addresses  this  important  issue,  an  issue 
which  continues  to  bring  new  challenges  to  Massachusetts 
schools. 

Not  surprisingly,  infection  control  formed  the  basis  of  the 
first  school  health  programs.  In  1894  Boston  established 
the  first  school  health  services  with  "medical  inspections" 
designed  to  exclude  children  with  serious  communicable 
diseases  from  the  schools.  By  1902,  Lillian  Wald  (public 
health  nurse  in  the  Henry  Street  Settlement  House) 
recognized  that  many  children  were  being  excluded  from  the 
New  York  City  schools  for  excessively  long  periods  of  time. 
She  assigned  the  first  school  nurse  there  with 
responsibilities  for  health  education  and  follow-up, 
successfully  reducing  the  number  and  length  of  student 
exclusions. 

A  century  later,  schools  continue  to  be  concerned  about 
infection  control  for  three  primary  reasons:  (1)  School 
health  education  programs  offer  a  unique  opportunity  to 
teach  children  how  to  avoid  infectious  diseases;  (2) 
Because  children  and  adolescents  spend  their  "working 
days"  in  schools,  this  setting  provides  an  important  place  to 
promote  population-based  immunity;  and  (3)  The  reduction 
in  infectious  diseases  will  have  a  marked  effect  on  student 
attendance  and  ultimately  on  educational  outcomes. 

Schools  and  their  comprehensive  health  education 
programs  are  a  vital  force  in  teaching  children  and 
adolescents  to  prevent  infections.  Students  who  learn 
and  practice  the  simple  technique  of  hand-washing  have 


mastered  the  single  most  effective  method  of  infection 
control.  An  understanding  of  universal  precautions  will 
reduce  the  spread  of  blood-borne  infections.  These  are  just 
a  few  of  the  prevention  messages  students  may  incorporate 
as  they  move  into  adulthood. 

For  many  decades,  entry  into  school  has  marked  the  "safety 
net"  for  determining  whether  all  school  children  have  the 
required  immunizations.  More  recently,  with  the  advent  of 
such  immunizations  as  hepatitis  B,  schools  have  become 
convenient  sites  for  implementing  large  immunization 
initiatives.  Massachusetts  has  been  a  national  leader  in 
immunizing  its  sixth  graders  against  hepatitis  B,  largely  as  a 
result  of  the  committed  efforts  of  the  school  nurses  and 
school-based  health  centers,  working  with  community 
agencies  such  as  the  boards  of  health. 

As  the  Commonwealth  moves  forward  in  its  educational 
initiatives  under  the  Education  Reform  Act,  school 
attendance  is  vital  to  improving  student  grades.  Reducing 
absenteeism  through  illness  prevention  is  a  clearly 
understood  concept.  However,  another  consideration  is  the 
impact  on  administrative  and  staff  time  and  attention  when 
an  infectious  outbreak  does  occur  within  the  school.  The 
recent  incidents  of  pertussis  and  measles  in  Massachusetts 
schools  have  demonstrated  the  disruption  to  the  educational 
process  and  the  need  to  increase  prevention  efforts. 

As  the  next  century  approaches,  infection  control  will  remain 
a  priority.  Health  education,  immunizations,  and  ongoing 
surveillance  will  continue  to  be  important  strategies  to 
maximize  both  our  students'  health  and  their  education. 

Anne  H.  Sheetz,  R.N.,  M.P.H.,  C.N.A.A. 
Director  of  School  Health 


"We  believe. .measures  for  prevention  will  effect  infinitely  more,  than  remedies  for  the  cure  of  disease.  "  -  Report  of 
the  Sanitary  Commission  of  Massachusetts,  1850,  Lemuel  Shattuck,  et  al. 
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NEWS  BRIEFS 


STRATEGIES  OR  IMPLEMENTING  ADOLESCENT  HEPATITIS  B  SCHOOL-BASED  IMMUNIZATIONS  PROGRAMS 
FOR  STUDENTS  GRADES  7  THROUGH  12:  The  Joint  Committee  on  Adolescent  Hepatitis  B  Immunization  of  the 
Massachusetts  Chapter  to  the  American  Academy  of  Pediatrics  and  the  Massachusetts  Immunization  Partnership  are 
joining  with  the  Rotary  Clubs  of  Massachusetts  to  encourage  cities  and  towns  to  provide  hepatitis  B  immunizations  in  the 
schools  for  students  grades  7  through  12.  Superintendents,  school  nurses,  physicians  and  health  coordinators  will 
receive  a  letter  describing  how  they  may  join  in  this  important  effort  on  behalf  of  adolescent  health. 

MASSACHUSETTS  COMMITTEE  OF  SCHOOL  PHYSICIANS:  Dr.  Alan  Stern,  Dr.  Linda  Grant,  and  Dr.  Carol  Podolsky 
in  collaboration  with  the  Massachusetts  Department  of  Public  Health's  School  Health  Unit,  are  spear-heading  an  effort 
to  establish  a  Committee  of  School  Physicians.  The  goals  include  (a)  enhancing  the  involvement  of  physicians  in 
school  health,  (b)  establishing  a  network  of  physicians  in  Massachusetts  who  are  providing  school  health  services, 
(c)  educating  the  physicians  on  the  established  guidelines  and  standards  for  school  health  programs,  (d)  encouraging 
multi-disciplinary  partnerships  in  the  provision  of  comprehensive  school  health,  (e)  establishing  residency  and  medical 
activities  in  school  health,  and  (f)  identifying  and  showcasing  "best  models"  of  physician  involvement.  As  a  beginning 
step,  a  letter  and  survey  will  be  sent  to  all  school  physicians.  School  physicians  are  encouraged  to  complete  the  survey 
and  provide  suggestions  as  to  projects  and  issues  specific  to  their  roles  in  the  schools. 

RECOMMENDATIONS  FOR  THE  SCHOOL  NURSE  IN  ADDRESSING  HIV/AIDS  WITH  ADOLESCENTS:  The 

American  Nurses  Association  has  recently  published  these  recommendations  and  is  offering  them  to  school  nurses 
free  of  charge.  To  receive  a  copy,  please  write  to  Caty  Sibble,  Program  Coordinator,  School  Health  Unit,  MDPH, 
250  Washington  Street,  Boston,  MA  02108-4619. 

QUESTIONS  ABOUT  POSTURAL  SCREENING  REQUIREMENTS:  M.G.L.  Chapter  71,  Section  57  requires  that  all 
children  grades  5  through  9  have  postural  screening  annually.  If  a  parent  does  not  want  to  have  the  screening  done  in 
the  school,  he/she  may  have  the  child's  primary  care  physician  (M.D.)  complete  it  and  send  the  results  in  writing  to  the 
school  nurse  to  become  part  of  the  child's  school  health  record. 

BRIGHT  SMILES,  BRIGHT  FUTURES:  Provided  free  of  charge  as  an  educational  service  by  Colgate-Palmolive,  Bright 
Smiles,  Bright  Futures  for  Third  Graders  is  currently  reaching  more  than  100,000  classrooms  and  3  million  children  with 
Innovative  oral  health  education  materials.  For  more  information  on  this  program  and/or  to  request  Health  Fair  materials, 
please  call  1-800-334-7734. 

CHILDHOOD  FATALITIES  DECLINE  YET  DISPARITIES  PERSIST:  Childhood  injury  fatality  rates  declined  from  23.1 
per  1000  in  1985  to  14.3  per  1000  in  1994  giving  Massachusetts  one  of  the  lowest  rates  in  the  country.  The  number  of 
unintentional  injury  fatalities  among  children  age  19  and  under  dropped  53%  between  1985  and  1994,  largely  due  to  the 
decline  in  motor  vehicle  related  fatalities.  Intentional  injury  fatalities  increased  in  this  same  time  interval.  The  number  of 
homicides  in  1994  was  1 .5  times  higher  than  in  1985.  For  the  first  time,  the  number  of  intentional  injury  fatalities  equaled 
the  number  of  motor  vehicle  fatalities  among  children  and  youth  in  1994.  These  and  other  childhood  injury  trends  were 
recently  released  by  Massachusetts  Department  of  Public  Health's  Injury  Prevention  and  Control  Program  (IPCP)  in  a 
report  entitled  Injury  Fatalities  and  Hospitalizations  Among  Massachusetts  Children  and  Youth,  1985-1994.  To  obtain  a 
copy  of  the  report,  call  Joanne  Statires  of  the  IPCP  at  (617)  624-5426. 

NEW  NUTRITION  RESOURCE  FOR  SCHOOLS:  The  Massachusetts  School  Nutrition  Task  Force  has  developed  the 
School  Nutrition  Resource  Guide,  a  compilation  of  in-state  and  national  nutrition  resources.  It  includes  a  listing  of 
nutrition  resources  by  subject.  Each  listing  contains  a  brief  description  of  the  agency/program  and  information  on 
available  materials.  It  includes  a  contact  person  and/or  phone  number.  The  guide  will  be  mailed  to  school  health 
coordinators  statewide  at  the  beginning  of  the  school  year.  Please  contact  your  school  health  coordinator  to  view  the 
guide.  For  information  on  how  to  get  a  copy,  contact  Maria  Bettencourt  at  (617)  624-5440  or  email  the  request  to 
maria.  bettencourt@state.  ma.  us. 

SAFE  SCHOOLS  PROGRAM  FOR  GAY  AND  LESBIAN  YOUTH:  The  Massachusetts  chapters  of  PFLAG  (Parents, 
Families  and  Friends  of  Lesbians  and  Gays),  in  conjunction  with  the  Department  of  Education's  Safe  Schools  Program, 
have  speakers  available  for  school  and  community  audiences.  Speakers  address  the  impact  of  homophobia  on  youth, 
and  the  importance  of  making  schools  safe  places  for  all  students.  Audiences  may  Include  students,  faculty,  families, 
human  services  and  health  care  professionals,  or  community  and  religious  organizations.  For  more  information,  to 
arrange  for  speakers,  call  (978)  582-5807  or  (781)396-1688. 
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ATTENTION: 
CHANGES  IN  MUNICIPAL  MEDICAID 
AFFECTING  SCHOOLS 

During  the  next  several  months  the 
Department  of  Medical  Assistance  will  send 
letters  to  the  local  Municipal  Medicaid 
Providers  about  the  opportunity  to  amend 
their  contracts  to  include  certain 
administrative  case  management  activities 
^§|vlded  by  sucRH  school  personnel  as 
school  nurses,  school  physicians, 
therapists,  social  workers,  special 
education  administrators,  etc.  Many  of 
these  activities  are  currently  provided  in  the 
schools  and  may  be  eligible  for 
reimbursement  through  Municipal 
Medicaid.  Letters  will  also  be  sent  to 
superintendents,  school  nurses  and  others. 
Trainings  for  school  health  personnel  will 
be  scheduled  during  the  fall.  More 
information  will  be  forthcoming. 


HANDWASHING- 

AN  OLD  STANDBY  PREVENTS 

NEW  DISEASE 

by  Janlne  Cory,  M.P.H. 

^ur  mom  was  right — wash  your  hands!  Starting 

or  keeping  this  good  habit  will  help  prevent  the 
spread  of  a  variety  of  diseases.  It  is  important  to 
help  teach  children  the  correct  way  to  wash  their 
hands,  too.  Thorough  handwashing  will  help  keep 
schoolchildren  from  bringing  home  the  "disease 
of  the  week." 

Good  handwashing  is  easy  to  learn  and  do. 
Lather  with  soap  (it  doesn't  have  to  be  anti- 
bacterial) and  plenty  of  warm,  running  water. 
Rub  hands  with  plenty  of  friction  for  at  least  30 
seconds.  Rinse  well,  and  don't  forget  to  use  a 
paper  towel  to  shut  off  the  contaminated  faucet 
handle. 


Some  important  times  to  remember  to  wash 
your  hands  include: 

•  after  using  the  bathroom 

•  after  changing  a  diaper  or  helping  a 
child  use  the  bathroom  (don't  forget  the 
child's  hands!) 

•  before  preparing  any  food 

•  after  handling  raw  meats  or  poultry 

•  after  touching  pets,  especially  reptiles 

•  after  handling  garbage  or  other  dirty  items 

•  after  sneezing  or  blowing  your  nose. 

Also,  remember  to  remind  children  to  wash 
their  hands: 

•  after  using  the  bathroom 

•  after  sneezing  or  blowing  their  nose 

•  after  playing  with  kids  or  the  toys  of 
kids  who  may  be  sick 

•  after  playing  outside 

•  before  eating 

•  after  touching  pets,  especially  reptiles 

Good  handwashing  can  lower  the  risk  of 
getting  sick  from  diarrhea  and  colds. 
Frequent  handwashing  also  removes  dirt  and 
harmful  lead  toxins.  Encourage  your  children 
to  wash  their  hands  regularly,  and  set  a  good 
example.  It's  something  you  can  both  do 
together  to  keep  your  family  healthy. 

The  Massachusetts  Department  of  Public 
Health  has  teamed  up  with  the 
Massachusetts  Medical  Society  to  spread  the 
word  about  handwashing.  The 
Massachusetts  Medical  Society  has  launched 
a  two-year  campaign  to  promote  the  heaith 
benefits  of  proper  handwashing.  The  multi- 
faceted  campaign  includes  public  service 
announcements,  shopping  bag  inserts, 
posters  displayed  in  restaurants,  and  the 
creation  of  a  life-sized  costume  for  the 
campaign  mascot  "Soapy."  Other  projects 
under  development  include  an  informational 
brochure,  handwashing  curriculum  for  young 
children  and  health  care  workers,  and  story- 
based  coloring  book,  a  children's  song 
encouraging  handwashing,  and  radio  spots 
starring  sports  figures. 
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NEW  IMMUNIZATION  SCHEDULE 
JULY  1997 

by  Jean  Franzinl,  M.S.,  R.N. 


The  July  1997  Department  of  Public  Health 
Immunization  Guidelines  contain  the  most 
recent  requirements  for  children  to  attend 
daycare,  kindergarten,  school  and  college,  as 
well  as  the  recommended  immunization 
schedules  The  guidelines  are  based  on 
recommendations  of  the  Advisory  Committee 
on  Immunization  Practices  (ACIP),  the 
American  Academy  of  Pediatrics  (AAP),  and 
the  American  Academy  of  Family  Physicians 
(AAFP).  Students  who  were  not  vaccinated  at 
the  recommended  time,  but  are  in  the  process 
of  completing  their  immunization  series,  may 
be  allowed  entry  into  schools.  Because  of 
established  scientific  rationale  for 
administration  of  vaccines  at  minimal  time 
intervals,  those  students  following  the  "catch- 
up schedule"  are  not  able  to  receive 
subsequent  vaccines  before  school  starts. 
This  would  then  be  considered  a  temporary 
medical  contraindication  for  immunization. 
Remember,  the  only  valid  exemptions  to 
immunizations  in  Massachusetts  are  medical 
or  religious  exemptions. 


1997  IMMUNIZATION  GUIDELINES: 
WHAT'S  NEW  AND  NOTEWORTHY* 


'The  immunization  schedule  has  been 
updated,  as  recommended  by  the  Advisory 
Committee  on  Immunization  Practices  (ACIP) 
and  the  American  Academy  of  Pediatrics 
(AAP). 


REQUIREMENTS 

Day  Care:  Effective  August  1,  1998,  1  dose 
of  varicella  vaccine  will  be  required  for 
children  19  months  of  age  or  older  without 
a  history  of  chickenpox,  who  were  born  on 
or  after  January  1 ,  1 997. 
Kindergarten:  Since  September  1995, 

2  doses  of  measles-containing  vaccine  for 
all  children,  and,  since  September  1996, 

3  doses  of  hepatitis  B  vaccine  for  children 
born  since  January  1992. 

College:  2  doses  of  measles-containing 
vaccine,  regardless  of  birth  date. 

Note:  MMR  is  the  vaccine  formulation 
always  recommended  for  the  2nd  dose  of 
measles-containing  vaccine. 


RECOMMENDATIONS 

DTAP  (DIPHTHERIA/TETANUS/ 
ACELLULAR  PERTUSSIS)  VACCINE 

•  DTaP  is  now  recommended  for  all  doses 
of  the  routine  series. 

•  Whenever  feasible,  the  same  brand  of 
DTaP  should  be  used  for  all  doses  of  the 
vaccine  series.  If  the  provider  does  not 
know,  or  does  not  have  available,  the  type 
of  DTaP  vaccine  previously  given,  any  of 
the  licensed  DTaP  vaccines  may  be  used 
to  complete  the  series. 

•  Any  licensed  DTaP  vaccine  may  be  used 
to  complete  the  vaccination  series  of 
children  who  have  had  one,  two,  three, 
or  four  doses  of  whole-cell  DTP. 

•  Contraindications  to  DTaP  are  the  same 
as  those  for  DTP. 

IPV/POLIO  VACCINE 

A  sequential  schedule  of  2  doses  of 
inactivated  poliovirus  vaccine  (IPV)  and  2 
doses  of  OPV  is  recommended  to  reduce 
the  risk  of  vaccine-associated  paralytic 
polio  (VAPP). 
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RECOMMENDATIONS  continued  

•  The  following  schedules  are  all  acceptable 
by  the  ACIP  and  the  AAP,  and  parents 
and  providers  may  choose  among  them: 

1.  IPVat  2  and  4  mos,  OPV  at  12-18 
mos  and  4-6  yrs;  or 

2.  IPV  at  2,  4,  12-18  mos,  and  4-6  yrs;  or 

3.  OPV  at  2,  4,  6-18  mos,  and  4-6  yrs. 

•  Four  doses  are  needed  to  complete  the 
primary  series  if  any  combination  of  IPV 
and  OPV  is  used. 

•  IPV  is  the  only  polio  vaccine  recommended 
for  immunocompromised  persons  and  their 
household  contacts. 

VARICELLA  VACCINE 

•  1  dose  for  children  12-18  months  of  age 
without  a  reliable  history  of  chickenpox. 

•  1  dose  for  susceptible  11-12  year  olds 
without  a  reliable  history  of  chickenpox 
or  vaccination. 

ADOLESCENT  IMMUNIZATION 

An  adolescent  visit  at  11-12  years  of  age, 
prior  to  7th  grade,  is  an  opportunity  to  assess, 
and  immunize  if  necessary,  with: 

•  Td  (tetanus  and  diphtheria  toxoids,  adult 
use),  if  at  least  5  years  have  elapsed  since 
last  dose  of  DTP,  DTaP,  or  DT. 
Subsequent  routine  Td  boosters  are 
recommended  every  10  years. 

•  2nd  dose  of  MMR. 

•  3  doses  of  hepatitis  B  vaccine. 

•  1  dose  of  varicella  vaccine  for  those 
without  a  reliable  history  of  chickenpox  or 
vaccination. 

•  Pneumococcal  and  annual  influenza 
vaccination,  if  risk  factors  are  present. 


*  PLEASE  REFER  TO  THE  CHARTS 
ON  PAGES  19  and  20  FOR 
IMMUNIZATION  GUIDELINES.  FOR 
QUESTIONS,  PLEASE  CALL  (617) 
983-6800  -  OR  THE  REGIONAL 
IMMUNIZA  TION  PROGRAM. 


FACTS  ABOUT  THE 
VARICELLA  VACCINE 

by  Flora  Sadri-Azarbayejani,  M.A.,  M.P.H. 


Varicella  (chickenpox)  vaccine,  Varivax. 
manufactured  by  Merck  and  Co.  was  licensed 
in  March  of  1995.  It  is  a  live  attenuated  viral 
vaccine  for  use  in  children  >  1  year  of  age. 
Children  <  12  years  of  age  only  need  1  dose 
of  vaccine,  while  those  >  13  years  of  age 
require  2  doses  administered  >  1  month  apart. 

The  vaccine  has  proven  to  be  70-90% 
effective  against  infection  and  95%  protective 
against  severe  disease  for  more  than  10 
years.  When  breakthrough  infections  occur, 
varicella  tends  to  be  substantially  less  severe 
than  in  unvaccinated  persons. 

Groups  Who  Should  Receive  Varicella 
Vaccine. 

State-supplied  varicella  vaccine  is  intended 
for  the  following  groups:  1)  all  children  12-18 
months  of  age,  regardless  of  history  of 
chickenpox.  (However,  immunization  is  not 
necessary  for  those  with  reliable  histories.); 

2)  susceptible  sixth  graders  (e.g.,  those 
without  a  reliable  history  of  chickenpox  or 
varicella  vaccination),  or  in  the  case  of  an 
ungraded  classroom,  those  11  years  of  age; 

3)  susceptible  household  contacts  of 
immunocompromised  individuals. 

According  to  the  guidelines  of  the  Advisory 
Committee  on  Immunization  Practices  (ACIP), 
there  are  some  additional  groups  for  whom 
varicella  vaccine  is  also 

recommended/considered,  as  outlined  below. 
However,  you  may  not  use  state  supplied 
vaccine  for  these  groups.  Varicella  vaccine 
for  the  following  groups  MUST  BE 
PURCHASED  DIRECTLY  FROM  THE 
MANUFACTURER:  susceptible  health  care 
workers;  persons  for  whom  varicella 
transmission  is  likely  (e.g.,  teachers  of  young 
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children,  daycare  employees,  residents/staff 
in  institutional  settings);  persons  for  whom 
varicella  transmission  can  occur  (e.g.,  college 
students,  inmates/staff  in  correctional 
institutions,  military  personnel);  non-pregnant 
women  of  child  bearing  age;  international 
travelers;  other  susceptible  adolescents  and 
adults. 

Evaluating  Varicella  Susceptibility 

Persons  are  considered  susceptible  if  they  do 
not  have  a  reliable  history  of  varicella.  A 
reliable  past  history  is  one  of  the  following:  1) 
physician  diagnosis;  2)  good  parental  history 
or  3)  serologic  proof  of  immunity.  Serologic 
testing  of  children  before  vaccination  is  not 
warranted,  because  most  children  without  a 
clinical  history  of  varicella  are  susceptible 
and  the  vaccine  is  well  tolerated  in 
seropositive  persons.  Conversely,  most 
adults  who  do  not  have  a  reliable  history  of 
varicella  are  actually  immune.  Therefore, 
serologic  testing  before  vaccination  of  adult 
staff  is  likely  to  be  cost  effective. 

Evaluation  of  Varicella-like  Rash  in 
Vaccines 

1.  Modified  Varicella  Syndrome  -  Varicella, 
also  known  as  vaccine-modified  varicella, 
can  occur  in  vaccinated  people,  who  are 
incompletely  protected  post  vaccination.  This 
form  of  disease  is  usually  mild  and  occurs  >  6 
weeks  after  vaccination.  Nevertheless  it  is 
transmissible  to  some  degree,  and  cases 
should  be  excluded  from  school  according  to 
the  same  guidelines  as  unvaccinated  cases 
of  wild  type  disease. 

2.  Vaccine  Associated  Rash  -  Vaccine 
associated  rash  occurs  in  1-5%  of  vaccinated 
persons.  While  it  can  appear  within  6  weeks 
post-vaccination,  it  is  most  common  1-3 
weeks  after  vaccination.  Post-vaccination 
rash  can  be  localized  at  the  site  of  injection 
or  generalized.  The  median  number  of 
lesions  is  5  and  the  total  number  of  lesions  is 

often  <  20,  compared  to  several  hundred  in 


unvaccinated  cases.  In  addition,  persons  with 
vaccine  associated  rashes  are  afebrile,  have 
fewer  vesicular  lesions,  and  have  shorter 
duration  of  illness  than  unvaccinated  persons. 
Those  with  post  vaccination  rash  are  much 
less  infectious  than  those  with  wild-type 
disease.  When  transmission  does  occur  it 
tends  to  result  in  asymptomatic 
seroconversion  or  very  mild  disease  in 
contacts,  because  of  the  attenuated  vaccine 
strain  of  virus  involved.  While  there  are  no 
official  guidelines,  many  experts  feel  it  is 
acceptable  for  children  with  post  vaccination 
rash  to  attend  school,  provided  they  are 
otherwise  asymptomatic.  School  health 
programs  will  need  to  develop  their  own 
policies  around  this  issue,  and  nurses  will 
need  to  carefully  evaluate  the  timing  of  the 
rash,  the  number  of  lesions  and  the  general 
health  of  the  child.  A  rash  is  more  likely  to  be 
due  to  vaccine  when:  1)  it  occurs  within  1-3 
weeks  post  vaccination;  2)  has  <  20  lesions; 
and  3)  the  child  is  afebrile  and  otherwise 
asymptomatic.  A  rash  with  these 
characteristics  is  most  likely  to  be  due  to 
vaccine,  is  less  infectious  than  wild-type 
disease  and  the  child  could  attend  school,  if 
local  policy  permits. 

A  rash  is  more  likely  to  be  due  to  wild-type 
disease  when:  1)  it  occurs  less  than  one  week 
or  greater  than  6  weeks  post  vaccination;  2) 
the  child  has  >  20  lesions;  3)  the  child  k 
febrile  or  otherwise  symptomatic.  A  rash  with 
these  characteristics  is  more  likely  to  be  due 
to  wild-type  disease.  Staff  and  children  with 
wild-type  disease,  including  modified  varicella 
syndrome,  should  be  excluded  until  all  lesions 
have  dried  and  crusted,  or  until  no  new 
lesions  appear,  usually  by  the  fifth  day. 

Becoming  a  Varicella  Vaccine  Provider 

If  you  are  interested  in  becoming  a  varicella 
vaccine  provider,  please  contact  the 
Massachusetts  Immunization  Program 
Vaccine-Management  Unit  at  617-983-6800. 
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ATTENTION: 
NEW  VARICELLA  REQUIREMENTS! 

Starting  August  1 ,  1998,  one  dose  of  varicella 
vaccine,  or  a  note  signed  by  a  physician  stating 
that  the  child  has  a  past  history  of  chickenpox, 
will  be  required  for  all  Massachusetts  children 
in  family  and  group  daycare  centers  who  are 
19  months  of  age  or  older,  and  who  were  born 
on  or  after  January  1,  1997.  While  varicella 
vaccine  is  not  yet  required  for  susceptible 
adolescents  and  children  enrolled  in  preschool 
programs  operated  by  school  systems,  it  is 
strongly  recommended. 


VACCINE  HANDLING  AND  STORAGE 

Varivax  is  a  sensitive  vaccine  with  strict 
distribution,  handling  and  storage  requirements. 

1 .  To  maintain  potency,  one  must  store  the 
vaccine  frozen  at  an  average  temperature 
of  <5  F  (<-15  C). 

2.  Varivax  should  be  stored  in  a  frost-free 
freezer  (can  be  the  freezer  of  a 
frost-free  refrigerators). 

3.  The  freezer  must  have  a  separate  insulated 
door;  "dorm-style"  refrigerators  are  not 
adequate. 

4.  The  temperature  of  the  vaccine  should  be 
monitored  twice  daily  and  recorded. 

5.  The  diluent  must  be  stored  separately  either 
at  room  temperature  or  in  the  refrigerator. 

6.  The  vaccine  should  be  reconstituted 
according  to  the  directions  in  the  package 
insert  and  only  with  the  diluent  supplied  with 
the  vaccine,  which  does  not  contain 
preservative  or  any  other  antiviral 
substances  that  could  inactivate  the  vaccine 
virus. 

7.  Once  reconstituted,  the  vaccine  should  be 
used  immediately  to  minimize  loss  of 
potency  and  discarded  if  not  used  within 
30  minutes  after  reconstitution. 


EXCLUSION  GUIDELINES  IN  SCHOOL 
SETTINGS 

By  Brian  Riley,  M.A.,  M.P.H. 


There  are  two  situations  in  which  children 

who  are  not  appropriately  immunized  may  be 
admitted  to  school:  1)  a  medical  exemption  is 
allowed,  if  a  health  care  provider  submits 
documentation  that  an  immunization  is 
medically  contraindicated;  and  2)  a  religious 
exemption  is  allowed,  if  a  parent  submits  a 
written  statement  that  immunizations  conflict 
with  their  sincere  religious  beliefs  (105  CMR 
220.000,  M.G.L.  c.76,  s.15  and  15c).  The 
reporting  and  control  of  diseases  identified  as 
posing  a  risk  to  the  public  health  is  prescribed 
by  state  regulation  and  law.  The  Reportable 
Diseases  and  Isolation  and  Quarantine 
Requirements  (105  CMR  300.000,  and 
M.G.L.  c.111,  s.3,  6,  7,  109,  111,112) 
establish  isolation  and  quarantine 
requirements  for  cases  of  certain  diseases 
and  their  contacts  in  certain  high  risk 
situations,  including  school  settings. 

The  laws  and  regulations  state  that 
unimmunized  children  who  do  not  meet 
criteria  for  medical  or  religious  exemption 
"shall  not  be  admitted  to  school."  In  situations 
when  one  or  more  cases  of  disease  are 
present  in  a  school,  all  susceptibles,  including 
those  with  medical  or  religious  exemptions, 
are  subject  to  exclusion  as  described  in  the 
Isolation  and  Quarantine  Requirements. 

The  table  on  the  next  page  outlines  several  of 
the  more  common  childhood  vaccine- 
preventable  diseases  identified  in  the 
Requirements  that  may  occur  in  schools  and 
the  corresponding  exclusion  requirements. 
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SCHOOL  NURSES'  EFFORTS 
RESULT  IN  SUCCESS 

by  GaUH.  Chaffee,  RN, 
Adolescent  Hepatitis  B  Coordinator 
Massachusetts  Immunization  Program 


1he  hard  work  of  many  school  nurses  is 

showing  great  results  according  to  the 
summaries  that  have  been  sent  in  from 
schools  implementing  the  sixth  grade  hepatitis 
B  school-  based  program.  Preliminary  results 
from  schools  implementing  the  program 
indicate  that  over  half  of  the  students 
participate  in  the  program,  with  88%-100%  of 
those  students  participating  completing  the 
three  dose  series.  Many  school  nurses  have 
met  barriers  head  on  and  succeeded  in 
implementing  a  successful  program  for  the 
students. 

Based  on  the  1996-1997  seventh  grade 
immunization  survey,  30%  of  seventh  grade 
students  in  Massachusetts  had  already 
received  three  doses  of  hepatitis  B  vaccine. 
Remember,  this  voluntary  program  only  began 
in  November  1995.  Hepatitis  B  immunization 
data  was  not  received  from  31%  of  the  schools 
in  Massachusetts.  Various  reasons  were  cited 
for  the  lack  of  data,  e.g.  information  not 
included  on  immunization  record  from  health 
care  providers.  New  updated  immunization 
certificates  are  available  from  the  Immunization 
Program  if  you  want  these  for  your  school 
records.  Based  on  the  number  of  schools 
participating  in  the  program,  and  the  number  of 
vaccine  providers  immunizing  this  cohort,  we 
anticipate  an  increase  in  the  percent  of 
students  immunized  with  the  hepatitis  B 
vaccine  this  coming  year. 

With  the  help  of  community  resources,  at  least 
25  communities  have  successfully  expanded 
the  program  this  year  to  'nclu^e  hepa+itis  B 
immunization     of     high     school  students. 


Beginning  this  fall,  Rotary  Clubs,  the 
Massachusetts  Chapter  of  American 
Academy  of  Pediatrics,  the  Massachusetts 
Immunization  Action  Partnership  and  the 
Massachusetts  Immunization  Program,  along 
with  the  vaccine  manufacturers,  will  team 
together  to  assist  communities  that  wish  to 
expand  this  initiative  to  older  teens.  Plans  to 
launch  this  program  include  mailings  to  all 
school  nurses. 

If  you  have  questions,  please  call  Gail 
Chaffee,  R.N.,  at  617  983-6800. 


WINCHESTER  SCHOOL-BASED 
HEPATITIS  B  IMMUNIZATION 
PROGRAM 

by  Joseph  J.  Tabbl,  RS,  CHO, 
Health  Director,  Winchester 
and 

Randall  W.  Swartz,  PhD, 
Board  Member,  Winchester  Board  of  Health 


fa  1995,  the  Massachusetts  Department  of 

Public  Health  began  providing  hepatitis  B 
vaccine  free  of  charge  to  all  students  in  the 
sixth  grade,  but  our  Board  of  Health 
recognized  the  need  to  also  include  students 
in  grades  seven  through  twelve,  who  were 
not  immunized  through  their  private 
physicians.  We  embarked  on  a  program  to 
vaccinate  all  students  against  hepatitis  B, 
within  the  school  system,  at  a  minimal  fee. 

Initial  inquiries:  SmithKline  Beecham 
Pharmaceuticals  provided  the  vaccine  in 
prefilled  syringes  with  1"  needles  for  less 
than  $9  per  dose. 

Coalition  building  and  overcoming 
resistance  to  change:  We  approached  the 
school  administration  suggesting  an  in-school 
immunization  program  at  a  fee  of  $30  for  the 
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required  three  dose  series.  The  initial 
response  was  discouraging.  The  arguments 
given  were:  "It  is  impossible  to  do;  it  is  too 
time  consuming;  it  will  not  work;  and  it  would 
interrupt  the  school  curriculum."  Through 
further  discussions  we  enlisted  the  full 
support  of  the  superintendent  of  schools,  the 
principals,  and  the  school  nurses.  Next  the 
Board  of  Health  strongly  endorsed  the  entire 
effort. 

Implementation:     Phase  1  -  Education. 

The  high  school  nurse  gave  lectures  on 
hepatitis  B  as  part  of  the  health  education 
curriculum  covering  issues  on  health  effects, 
mode  of  transmission,  and  the  importance  of 
being  immunized. 

Parents  were  invited  to  an  evening  workshop. 
The  workshop  was  presented  by  a  physician 
expert  on  infectious  diseases,  and  a 
representative  of  the  MDPH  was  available  to 
answer  questions.  Based  on  public 
discussions  and  news  releases,  information 
was  published  by  the  local  press. 

Phase  2  -  Parental  consent  and  payment. 

Permission  slips  were  mailed  to  parents  and 
returned  to  the  middle  and  high  schools.  The 
cost  of  the  three  dose  series  was  paid  in 
advance.  Where  necessary,  the  Town  made 
the  vaccine  available  free. 

Phase  3  -  Execution.  To  immunize  all  of  the 
students  prior  to  the  end  of  the  school  year, 
we  used  the  zero/one/four  month  schedule. 
Additional  mailers  notified  parents  of  the 
upcoming  dates  for  second  and  third  doses. 
Middle  school  students  were  called  to  be 
vaccinated  by  classroom,  and  in  high  school, 
where  classroom  structure  is  flexible,  the 
students  were  called  by  alphabetical  order. 
Each  student  was  out  of  class  approximately 
20  minutes. 

Results:  97%  of  all  students  who 
participated,  completed  the  three  dose 
series.  Some  67%  of  the  high  school 
students  and  69%  of  the  middle  school 


students  were  immunized.  All  participants 
were  very  pleased  with  the  results. 
Recognizing  that  some  of  the  students  may 
have  received  the  vaccine  privately,  we 
consider  this  a  real  success. 

Several  other  communities  have  followed  the 
Winchester  example  with  encouragement 
from  us  and  from  the  State  officials. 

We  are  proud  that  our  success  has  set  a 
standard.  Even  with  restricted  budgets, 
community  health  need  not  be  neglected. 
We  believe  that  for  worthy  public  health 
projects,  given  a  strong  commitment  to 
success,  all  obstacles  can  be  overcome. 




RESULTS  OF  THE 

1996-97  IMMUNIZATION  SURVEYS 

by  Donna  Lazorik,  M.S.,  R.N.,  C.S. 
Immunization  Program  Coordinator 


'Every    year   the    Immunization  Program 

conducts  immunization  surveys  of  all 
licensed  group  day  care  centers, 
kindergartens,  seventh  grades  and  colleges 
in  the  Commonwealth  to  monitor  compliance 
with  school  and  day  care  immunization 
requirements.  We  should  note  that  this  is  the 
first  year  that  we  have  surveyed  for  hepatitis 
B  in  kindergarten  and  seventh  grade,  and 
hepatitis  B  immunization,  while 
recommended,  is  not  required  for  seventh 
grade.  Immunization  levels  among  college 
students  are  not  as  high  as  those  in  school 
and  day  care  centers.  A  number  of  colleges 
reported  difficulties  in  tracking  immunizations. 

The  results  of  the  surveys,  summarized  in  the 
tables  below,  indicate  that  immunization 
requirements  are  effective  in  ensuring  that 
children  in  licensed  day  care  and  school  are 
well-protected  against  vaccine-preventable 
diseases.  These  requirements,  and  their 
enforcement,  have  resulted  in  an  absence  of 
outbreaks   of   disease    in   these  settings. 
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MASSACHUSETTS  IMMUNIZATION 
INFORMATION  SYSTEM 
BEGINS  PILOT 

by  Robert  Rosofsky,  Director 
Massachusetts  Immunization  Information  System 


(Despite  the  success  of  immunizations  in 

preventing  morbidity  from  vaccine-preventable 
diseases,  many  children  across  the  state  are 
underimmunized.  Providers  have  indicated 
that  a  lack  of  immunization  records  and 
uncertain  immunization  histories  are  major 
barriers  to  complete  immunization.  To  help 
improve  these  rates,  the  Department  of  Public 
Health  has  begun  the  development  of  the 
Massachusetts  Immunization  Information 
System  (MIIS)  to  track  immunizations  for  the 
entire  childhood  population  in  the  state. 
Starting  with  a  cohort  of  births  in  1997,  the 
MIIS  will  obtain  immunization  records  directly 
from  health  care  providers. 

The  information  contained  in  the  database  is 
protected  under  Massachusetts  law,  and 
consent  from  parents  and  legal  guardians  is 
required  to  allow  sharing  of  information 
between  and  among  health  care  providers 
and  other  specified  data  users.  This  consent 
will  be  sought  at  prenatal  care  sites,  through 
the  birth  registration  process,  in  a  post-natal 
mailing  to  parents  of  newborns,  and  by 
immunization  providers  themselves.  Full 
confidentiality  of  data  will  be  maintained 
through  rigid  security  systems  and  protocols. 

The  information  will  eventually  be  made 
available  to  school  health  personnel  for 
verifying  compliance  with  school  entrance 
immunization  requirements.  It  is  expected 
that  this  will  reduce  the  need  for  numerous 
inquiries  of  parents  and  health  care  providers. 

A  one-year  pilot  of  the  MIIS  is  now  underway 
in  Cambridge,  Chelsea  and  Somerville,  which 
includes  approximately  25  provider  sites; 
three  sites  have  been  enrolled  and  others  will 


be  enrolled  over  the  next  few  months. 
Statewide  implementation  is  expected  to 
begin  sometime  in  1998,  with  virtually  all 
providers  in  the  state  utilizing  the  system  by 
about  2001 .  Since  the  MIIS  is  starting  with  a 
recent  birth  cohort  for  only  3  communities, 
information  will  not  begin  to  be  valuable  for 
some  school  districts  until  the  year  2002. 

For  more  information  contact  Robert  Rosofsky, 
MIIS  Director,  by  phone  617-983-6836;  FAX 
617-983-6926;  or  email  at 

Robert.  Rosofsky  ©state. ma. us.  You  can  also 
download  a  copy  of  the  MIIS  brochure  from  the 
Internet's  World  Wide  Web  at 
ww.  state,  ma.  us/dph/pubstats.  htm. 
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UPDATES  ON  COMMON 
INFECTIOUS  DISEASES 


UNDERSTANDING  CONJUNCTIVITIS 
("pink  eye") 

by  Nancy  Venato 
and 

Laura  Rei  dinger 


The  eye  is  constantly  exposed  to  many  germs, 

dirt  and  other  irritants,  some  of  which  can 
cause  eye  infections.  The  most  common  eye 
infection  in  the  United  States  is  called 
"conjunctivitis".  Cases  may  vary  from  a  mild 
redness  with  watery  eyes  to  serious  infections 
where  vision  is  impaired  or  even  damaged. 
Conjunctivitis  is  an  inflammation  of  the 
conjunctiva,  the  clear  mucous  membrane  that 
covers  the  white  part  of  the  eyeball  and  the 
inside  of  the  eyelids.  Signs  of  conjunctivitis  are 
red  and  irritated  eyes.  Anyone  can  get 
conjunctivitis  since  it  can  be  highly  contagious 
The  germs  causing  conjunctivitis  spread  easily 
throughout  a  family  or  classroom  in  a  matter  of 
days.  Germs  travel  from  one  person's  hands, 


towels,  or  linens  to  the  next  person's.  When 
that  person  touches  his  face  or  eyes,  the 
infection  can  be  transferred. 

How  Can  Infectious  Conjunctivitis  Be  Kept 
From  Spreading?  Avoid  touching  or  rubbing 
the  infected  eye(s).  Wash  hands  frequently 
with  soap  throughout  the  day.  Use  paper 
towels  instead  of  washcloths  or  use  cloth 
towels  and  linens  that  you  have  washed  in  a 
hot  water  laundry  cycle.  Do  not  use  contact 
lenses  or  eye  makeup  until  your  eye  is  totally 
healed.  To  avoid  spreading  infectious  types  of 
conjunctivitis,  keep  children  or  adults  home 
from  school  or  work  as  directed  by  your  eye 
care  professional. 

If  you  would  like  more  information  about  how 
conjunctivitis  is  treated,  the  different  types  of 
conjunctivitis,  or  to  receive  a  free 
"Understanding  Conjunctivitus"  brochure, 
please  contact  prevent  Blindness  America  at  1- 
800-331-2020. 

"Copyright  1995  Prevent  Blindness  America.  Reprinted  with 
permission.  All  rights  reserved." 


HEPATITIS  A 

by  Jantn*  Cory,  M.P.K. 


hepatitis  A  is  a  highly  contagious  viral  disease 
that  affects  the  liver  and  can  lead  to  varying 
degrees  of  illness.  Symptoms  include  fever,  lack 
of  appetite,  abdominal  discomfort,  diarrhea,  dark 
urine  and  jaundice.  Hepatitis  A  symptoms 
commonly  last  for  about  3  to  4  weeks,  and  some 
people  become  so  sick  that  they  require 
hospitalization.  If  you  or  your  child  have  any  of 
these  symptoms,  see  your  doctor  or  health  care 
provider  right  away. 

Hepatitis  A  virus  (HAV)  is  passed  through  the 
stool  (feces)  of  an  infected  person.  It  is  usually 
spread  by  person  to  person  contact,  although 
about  3-8%  of  cases  since  1983  have  been 
associated  with  contaminated  food  or  water.  A 
diagnosis  of  hepatitis  A  in  a  food  worker  can  be  a 
worrisome  and  disruptive  event.  If  a  person 


works  in  a  restaurant  or  other  food  handling  job 
during  his  or  her  infectious  period,  it  is  possible 
that  contaminated  food  could  have  been  served 
to  the  public.  The  board  of  health  and  state 
department  of  public  health  may  then  decide  to 
offer  people  eating  or  working  at  the  restaurant 
immune  globulin  (IG)  injections.  Public  health 
officials  make  their  decision  based  upon 
particular  circumstances,  such  as  when  the  food 
worker  was  infectious,  whether  ready-to-eat  food 
was  handled,  and  the  food  worker's  personal 
level  of  hygiene. 

Good  hygiene  is  the  key  to  stopping  the  spread 
of  Hepatitis  A.  People  who  work  as  food 
handlers  should  be  very  careful  about 
handwashing  (see  the  article  on  handwashing 
for  tips).  If  you  think  you  or  your  child  has  been 
exposed  to  this  virus,  see  your  doctor  or  health 
care  provider. 


WHAT  IS  MENINGITIS? 

by  Janlne  Cory,  M.P.H. 


Men  ingitis  is  an  infection  of  the  lining  of  the 

brain  (called  "meninges")  or  spinal  cord. 
Meningitis  symptoms,  which  may  appear 
suddenly,  often  include  high  fever,  severe  and 
long-lasting  headaches,  stiff  neck,  nausea,  and 
vomiting.  If  you  or  your  child  has  any  of  these 
symptoms,  see  a  doctor  or  health  care  provider 
right  away. 

You  may  have  noticed  that  meningitis  cases 
have  been  in  the  news  a  lot  this  past  year.  This 
might  make  you  think  that  there  have  been 
more  cases  during  this  past  year  than  in 
others,  but  the  number  of  cases  in 
Massachusetts  for  this  year  and  last  year  are 
about  the  average  of  what  the  Massachusetts 
Department  of  Public  Health  usually  expects. 

Meningitis  can  be  caused  by  many  different 
types  of  bacteria  (germs).  Haemophilus 
influenzae  type  b  used  to  be  the  most  common 
cause  of  meningitis  in  children  under  4  years 
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old,  but  the  use  of  the  Hib  vaccine  has 
successfully  kept  that  type  of  meningitis  rare 
these  days. 

Bacteria  called  Neisseria  meningitidis  can  also 
cause  meningitis.  This  type  of  bacteria  is 
spread  through  close  contact  with  saliva  (spit), 
like  kissing  or  sharing  a  water  bottle.  A  lot  of 
people  carry  these  bacteria  in  their  throats  and 
do  not  get  sick.  Unfortunately,  some  people  do 
seem  to  get  very  sick  from  those  same  germs. 
When  someone  has  meningitis  from  this 
bacteria,  the  Department  of  Public  Health  will 
ask  people  in  close  contact  with  the  sick 
person  to  get  antibiotics  to  protect  themselves. 

Viruses  can  also  cause  meningitis.  These 
viruses  can  be  spread  through  sneezing  and 
coughing.  These  viruses  can  also  be  shed  in 
the  feces,  so  people  who  don't  wash  their 
hands  may  end  up  with  the  germs  on  their 
hands.  People  can  protect  themselves  and 
others  by  washing  their  hands  often,  especially 
after  going  to  the  bathroom,  sneezing, 
coughing,  or  wiping  their  noses.  Antibiotics  are 
not  useful  to  treat  or  prevent  meningitis  or 
other  infections  when  they  are  caused  by  a 
virus. 

There  is  a  vaccine  for  Neisseria  meningitidis, 
but  this  shot  is  not  given  as  part  of  routine 
vaccinations.  The  number  of  people  in  this 
country  who  would  get  meningitis  from 
Neisseria  is  too  low  to  make  the  vaccine 
worthwhile.  Plus,  it  does  not  protect  the  person 
for  the  rest  of  his/her  life-only  for  a  short  time. 

If  a  child  in  your  son  or  daughter's  school  has 
meningitis,  your  school  nurse,  local  board  of 
health,  and  the  Massachusetts  Department  of 
Public  Health  will  all  be  working  together  to 
make  sure  that  any  close  contacts  of  the  sick 
child  get  the  proper  treatment  that  they  need.  If 
you  get  a  letter  from  your  child's  school,  read  it 
closely  to  keep  up  to  date  with  what  is  going 
on.  Keep  in  mind  that  officials  will  be  working 
very  hard  to  make  sure  that  those  children  and 
parents  at  risk  are  protected. 


_  , — — , — ~ — . — ,  ,,„,  ,,„„„„  _ 


PERTUSSIS  IN 

MASSACHUSETTS  SCHOOLS 

by  KatherlneYIhyPhD,  MPH, 
Epidemiology  Coordinator  for  Vacclne-Prevarrtable  Diseases, 
>  Massachusetts  p^rt^am  of  Public  Health 


Reported  cases  of  pertussis  in  Massachusetts 

reached  1,233  in  1996.  While  this  may  not  look 
impressive  compared  with  the  pre-vaccine  era 
(the  number  peaked  at  13,333  in  1937),  it 
represents  a  2.5-fold  increase  over  the  total 
cases  reported  in  1995  and  is  the  highest 
number  to  be  reported  in  the  state  since  1958. 
Two  basic  factors  appear  to  be  contributing  to 
the  observed  increase:  (1)  a  true  increase  in 
disease  incidence  and  (2)  an  increase  in 
detection  and  reporting  of  disease  by  better 
diagnosis  and  surveillance. 

Adolescents  and  adults  are  both  experiencing  a 
rise  in  incidence,  while  the  incidence  in  infants 
and  children  aged  one-to-ten  has  remained 
steady  since  the  early  1980s.  In  1994,  1995, 
and  1996,  80%  of  total  reported  cases  occurred 
in  the  >  1 1  age  range  (Grade  6  and  up). 

Of  the  19  pertussis  outbreaks  in  1996,  17 
occurred  in  high  schools  or  middle  schools, 
possibly  reflecting  both  increased  surveillance 
by  school  health  officials  and  increased 
transmission.  There  are  several  reasons  we 
are  seeing  many  cases  of  pertussis  in  middle 
school,  junior  high  school,  and  high  school 
students: 

1)  Waning  immunity — protection  from  vaccine 
decreases  after  the  last  dose  of  DTP,  which 
is  usually  given  at  kindergarten  entry. 

2)  School  health-care  personnel  are 
increasingly  aware  of  pertussis  and  able  to 
do  careful  surveillance,  identifying  cases 
that  might  otherwise  be  overlooked. 

3)  Massachusetts  health  care  providers  are 
becoming  more  experienced  at  diagnosing 
pertussis  in  adolescents. 

4)  The  serologic  test  available  at  the  State 
Lab  (SLI)  since  1987  is  helpful  in 
diagnosing  pertussis  in  people  1 1  years  old 
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and  older  and  allows  detection  of  many 
cases  that  would  otherwise  be  missed. 
5)  It  also  seems  likely  that  disease 
transmission  is  facilitated  in  schools  by 
prolonged  contact  among  the  students  and 
practices  such  as  group  sports  and  sharing 
water  bottles. 

In  the  event  of  a  case  or  an  outbreak,  school 
health  officials  should  consult  the 
Massachusetts  Department  of  Public  Health's 
Guidelines  for  the  Control  of  Vaccine- 
Preventable  Diseases  (1993),  and  the  chapter 
on  infectious  diseases  in  the  Comprehensive 
School  Health  Manual.  In  addition,  you  should 
consult  with  an  immunization  epidemiologist  at 
the  Massachusetts  Immunization  Program 
(MIP)  at  (617-983-6800).  Control  measures 
include  the  following: 

•  Identify  individuals  and  groups  with 
significant  contact  with  the  case,  including: 

-  People  with  direct,  face-to-face 
contact — regardless  of  number  of  hours 
per  week  spent  together  (e.g. 
girlfriend/boyfriend,  other  close  friends, 
sports  teammates,  study  partners,  lunch 
partners,  health  care  personnel, 
contacts,  etc.).  This  includes  but  is  not 
limited  to  those  with  direct  contact  with 
saliva  and  respiratory  secretions. 

-  Those  sharing  indoor  airspace  with  the 
case  for  at  least  10  hours  per  week  (this 
has  been  revised  since  1993 
Guidelines)  (e.g.  children  who  stay  in 
same  classroom  for  most  of  day, 
students  who  share  classes  with  case 
for  >  10  hrs./wk.,  bus/carpools  contacts, 
members  of  extracurricular  activity 
groups,  household  contacts,  etc.).  Less 
exposure  may  be  significant  (see  further 
for  high-risk  contacts). 

•  Identify  individuals  at  high  risk  for  pertussis 
(e.g.  infants,  unimmunized  young  children, 
immunocompromised  individuals,  pregnant 
women,  etc.).  Note  that  special  needs 
classes  may  consist  of  higher  proportions 
of  unimmunized  or  immunocompromised 
students. 


•  Ensure  that  case  and  significant  contacts 
(even  if  asymptomatic)  are  placed  on 
appropriate  antibiotics  for  a  full  14  days. 

•  Conduct  surveillance  for  two  incubation 
periods  (42  days)  for  cough  illness 
(particularly  cough  lasting  at  least  1  week) 
among  close  contacts  and  other  students 
and  staff.  Ask  students  whether  they  have 
a  cough  and  when  it  started,  to  describe 
their  cough  and  other  symptoms,  and 
whether  there  are  others  in  the  household 
with  cough.  The  MDPH  provides  pertussis 
surveillance  log  sheets  and  summary 
sheets  to  keep  track  of  this  information. 

•  Refer  symptomatic  individuals  for 
diagnostic  testing  (less  important  if  there  is 
an  outbreak  with  at  least  one  culture- 
confirmed  case  underway).  Use  culture  if 
within  2  weeks  of  cough  onset;  use  State 
Lab  serology  if  2-8  weeks  after  cough  onset 
and  individual  is  >  1 1  years  old. 

•  Send  letters  to  parents,  staff,  close 
contacts,  and  health-care  providers  to 
inform  them  of  the  case(s)  at  the  school, 
symptoms  to  watch  for,  recommendations 
about  diagnostic  testing  and  prophylaxis. 

•  Exclude  cases  and  contacts  from  school  in 
accordance  with  isolation  and  quarantine 
regulations: 

-  Confirmed  case:  Exclude  through  first  5 
days  of  the  14-day  course  of  appropriate 
antibiotics  or,  if  not  treated,  for  3  weeks 
after  cough  onset. 

-  Symptomatic  contact:  Same  as  above — 
exclude  through  first  5  days  of  the  14-day 
course  of  appropriate  antibiotics  or,  if  not 
treated,  for  3  weeks  after  cough  onset. 

-  Asymptomatic  individuals  with  significant 
contact:  Dc  not  exclude  if  s/he  has  started 
appropriate  antibiotics,  unless  symptoms 
occur.  If  s/he  becomes  symptomatic, 
s/he  should  be  treated  as  a  case  and 
excluded  for  first  5  days  of  the  14-day 
course  of  appropriate  antibiotics.  If  s/he 
refuses  antibiotics,  exclude  for  21  days 
after  last  exposure  or  21  days  after  onset 
of  last  case. 

•  Notify  your  local  Board  of  Health  (BOH)  and 
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an  epidemiologist  at  the  MIP  (617-983- 
6800). 

MIP  epidemiologists  and  in  some  cases  local 
boards  of  health  will  provide  significant  help 
with  case  investigation  and  outbreak  control, 
interviewing  patients  or  their  parents  to 
determine  transmission  settings  and  close 
contacts,  following  up  directly  with  these 
contacts,  writing  alert  letters,  and  referring 
symptomatics  for  diagnostic  testing.  The 
dedication  and  efforts  of  school  health 
personnel  are  essential  to  limit  the  spread  of 
pertussis.  Please  let  us  know  how  MIP  staff 
can  continue  to  assist  you  in  your  efforts  by 
contacting  us  at  the  above  sited  numbers. 


FALL  WORKSHOPS: 
INFECTIOUS  DISEASE  CONTROL 


'Horkshops  through  the  School  Health 
Institute  will  again  be  presented  in  October 
and  November  at  six  sites  across  the  state. 
Check  the  U. Mass/Simmons  School  Health 
Institute  brochure  for  the  dates.  Topics 
include  adolescent  immunizations,  updates  on 
implementing  a  school-based  hepatitis  B  6th 
grade  initiative,  and  expanding  the  program  to 
high  schools  through  community  and  Rotary 
efforts.  Also  featured  will  be  1)  school 
outbreaks  of  pertussis  and  measles,  including 
control  measures  and  exclusions  during  an 
outbreak,  2)  issues  relating  to  meningitis, 
chickenpox,  and  group  A  streptococcal 
infection,  and  3)  School  Regulations  -  "What's 
New  and  What's  on  the  Horizon." 

SCHOOL-BASED  HEALTH 
CENTER  NEWS 

RECENT  NATIONAL  ASSEMBLY 
CONFERENCE 

The  Third  Annual  Conference  of  the  National 
Assembly  of  School-Based  Health  Centers 


(SBHCs)  was  held  in  Boston  on  June  29-July 
1,  1997.  Congratulations  to  the  following 
school-based  health  center  staff  and  their 
colleagues  and  the  Department  of  Public 
Health  staff  who  presented  workshops  and 
poster  sessions:  Carolyn  Conte,  Linda 
Corinne,  Anne  DeMatteis,  Jo-Anne  Dillman, 
Barbara  Farrel,  Gail  Gall,  Karen  Hacker, 
Richard  Inman,  Margaret  Mandosa,  Anne 
Sheetz,  Howard  Saxner.  Carmen  Calderon 
and  Leslie  Mandel  and  the  staff  from  the 
Boston  High  School-Based  Health  Center 
hosted  a  tour  and  presentation  at  their  Center. 

We  also  want  to  extend  a  special 
congratulations  to  Dr.  Karen  Hacker,  Director 
of  Adolescent  and  School  Services,  Boston 
Public  Health  Commission.  Karen  is  the 
current  President  of  the  National  Assembly. 

Also  of  note:  The  National  Assembly 
presented  an  award  to  the  Department  of 
Public  Health  for  "outstanding  and  dedicated 
service  in  the  field  of  school-based  health 
care."  Assistant  Commissioner  Deborah  Klein 
Walker  accepted  the  award  for  the 
department  at  the  opening  session;  she 
thanked  the  staff  in  the  school  health  unit  and 
all  school-based  health  centers  for  their 
excellent  work. 

For  more  information  on  the  National 
Assembly  on  School  Based  Health  Care,  you 
may  contact  them  at  703/556-0411.  The 
address  is  6728  Old  McLean  Village  Drive, 
McLean,  Virginia  22101. 

SBHC  BROCHURE 

We  are  pleased  to  announce  the  availability  of 
a  brochure  on  school-based  health  centers  in 
Massachusetts.  This  recently  published 
brochure  provides  information  about  school- 
based  health  centers  as  centers  that  create 
opportunities  to  improve  our  children's  health 
and  well-being.  We  would  be  happy  to 
provide  copies  for  distribution  to  schools, 
parents,  local  and  state  leaders,  community 
groups,  health  care  agencies  and  providers, 
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and  others  interested  in  learning  about 
school-based  health  centers.  If  you  would  like 
copies  of  the  brochure,  please  call  Anne 
DeMatteis  at  617/624-5473. 

SBHC  COALITION  MEETING 

The  first  meeting  of  the  Coalition  is  tentatively 
scheduled  for  Thursday,  September  25,  1997. 
The  meeting  schedule  for  the  97/98  school 
year  will  be  announced  at  a  later  date. 

^  ^  ^  ^  ^  ^  ^  I;C  i»i  1^  CJ;  CJ;C  ijC    i;C        J  ;C 

SCHOOL  EMERGENCY  CARE  PLANNING 
COUNCIL:  The  Department  of  Public  Health, 
led  by  the  Emergency  Medical  Services  for 
Children  Project  is  currently  designing  a  Draft 
for  standards  of  emergency  preparedness  in 
the  schools.  Representatives  from  the  School 
Health  Unit  and  Emergency  Medical  Services 
met  with  more  than  50  school  nurses,  school- 
based  health  center  leaders,  administrators 
and  emergency  medical  responders  on  May 
28,  1997  to  begin  to  collaborate  and  define 
goals.  Interested  school  staff  and  community 
leaders  are  welcomed  to  participate  in  future 
planning  meetings.  Please  contact  Jonah 
Goldsmith,  Project  Assistant  at  (617)  624- 
5430  for  additional  information. 
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IMPORTANT  UPDATES 


CHILDREN'S  MEDICAL  SECURITY  PLAN 

by  Dana  McCants 
and 

John  M.  Stewart 


School  nurses  have  been  instrumental  in 
helping  many  children  join  the  Children's 
Medical  Security  Plan  (CMSP).  School 
nurses  not  only  provide  information  about 


CMSP  but  they  help  parents  and  children  to 
enroll.  Due  to  your  efforts,  over  35,000 
children  are  now  being  served  by  CMSP. 
CMSP  is  a  free  or  low-cost  health  insurance 
plan  for  uninsured  children  in  Massachusetts. 

Frequently  school  nurses  call  the  Customer 
Service  Center  (at  1-800-909-2677)  or  the 
Department  of  Public  Health  with  ways  to 
improve  the  program  and  to  comment  on  the 
benefit  package.  The  feedback  has  been 
terrific  and  taken  very  seriously!  Based  on 
your  suggestions,  the  following  enhancements 
were  made  to  the  program  on  July  1 ,  1 997: 

•  Our  new  PharmacyAccess  program  allows 
families  to  get  their  child(ren)'s  prescription 
drugs  quickly,  affordably,  and 
conveniently.  Every  member  receives  a 
CMSP  PharmacyAccess  card. 
Participating  pharmacies  will  collect  a  $3 
or  $4  co-payment  for  each  prescription 
drug  when  shown  the  CMSP 
PharmacyAccess  card.  The  pharmacy 
bills  CMSP  directly  for  the  cost  of  the 
prescription.  CMSP  has  a  prescription 
drug  benefit  of  $100  for  each  child  per 
benefit  year.  Families  can  call  the 
Pharmacy  Locator  at  1-800-822-6167  to 
find  a  pharmacy  close  to  them. 

•  The  $200  Durable  Medical  Equipment 
(DME)  benefit  can  be  used  to  purchase 
eyeglasses,  or  to  purchase,  rent,  or  repair 
hearing  aids.  This  DME  benefit  is  limited 
to  $200  per  benefit  year  per  child.  The 
benefit  year  begins  July  1 ,  1 997. 

•  Families  will  be  reimbursed  for  blood 
glucose  monitoring  strips.  For  more 
information,  call  1-800-909-2677. 

•  CMSP  will  pay  for  medically  necessary  eye 
exams  including  refraction,  testing  for 
eyeglasses,  and  injury  to  or  disease  of  the 
eye. 

•  Families  can  enroll  children  in  CMSP  while 
waiting  for  MassHealth  to  process  their 
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Member  Benefit  Request  (MBR  or 
application).  CMSP  will  no  longer  hold  the 
enrollment  while  the  MassHealth 
Enrollment  Center  determines  eligibility. 
All  parents  and  children  eligible  for 
MassHealth  will  be  encouraged  to 
complete  the  MBR  to  enroll  in  MassHealth. 

•  Two  recent  paycheck  stubs  will  be 
accepted  to  verify  current  income. 

•  Fact  sheets  are  available  in  the  following 
languages:  English,  Spanish,  Khmer, 
Vietnamese,  Cantonese,  Russian,  French 
and  Portuguese. 

•  Right  now,  Customer  Service 
Representatives  can  assist  English, 
Portuguese,  Spanish,  Russian  and  Italian- 
speaking  callers,  and  use  the  AT&T 
Language  line  for  all  other  callers. 

Many  families  in  Massachusetts  do  not 
qualify  for  public  assistance  and  can  not 
afford  private  health  insurance.  CMSP 
provides  health  coverage  that  fits  a  family's 
budget.  For  more  information  or  for 
immediate  enrollment,  call  the  Children's 
Medical  Security  Plan  at  1-800-909-CMSP 
(2677). 


FREE  MATERIALS  ON  BIKE, 

PEDESTRIAN  AND 
INLINE  SKATING  AVAILABLE 

by  Diane  Butkus 


iA^w  traffic  safety  materials  are  available  to 
school  nurses,  teachers,  safety  advocates  and 
others  interested  in  promoting  child  and  adult 
pedestrian,  bicycle  and  inline  skating  safety. 
Funded  by  the  Governor's  Highway  Safety 
Bureau  and  produced  by  Ride  and  Roll  Safely, 
Inc.,  the  materials  include  a  guide  for  safety 
advocates/educators  and  handouts  and 
posters  for  students  and  adults.  One  copy  of 


the  Pedestrian,  Bicycle  and  Inline  Skating 
Program  Guide  will  be  sent  to  each  principal; 
school  staff  may  choose  to  either  share  this 
copy  or  request  their  own.  The  guide  includes 
a  "cookbook"  of  ideas  for  starting  a 
school/community  safety  program,  a  sampling 
of  model  bicycle,  pedestrian  and  inline  skating 
safety  programs  within  Massachusetts,  listings 
of  local  and  national  safety  resources  and 
reproducible  handouts. 

Also  available  in  bulk  quantities  are  8  1/2"  by 
3"  safety  cards  titled  Bike  Smart,  Walk  Alert 
and  Skate  Safe;  which  may  be  requested  in 
whatever  number  can  be  reasonably  utilized 
within  the  next  three  months.  (Cards  are 
bundled  by  the  hundred.)  Two  posters  will  also 
be  available  in  limited  numbers  -  Make  Your 
Helmet  Fit  (appropriate  for  students  and 
adults)  and  Share  The  Roads  (designed  for 
adults). 

Materials  are  ideal  for  classroom  use,  family 
safety  programs  and  hallway/health  fair 
displays  and  are  a  great  complement  to  any 
Child  Health  Month  and  Brain  Injury 
Awareness  Month  activities  being  planned  for 
October. 

Requests  for  materials  can  be  made  to  Project 
Coordinator  Olga  Guttag  via  email;  her 
address  is  olga@oregano.lcs.mit  or  via  fax  @ 
(617)  862-0171.  Requests  can  be  made  for  a 
three  month  supply  of  materials;  Olga  will  fill 
the  requests  as  completely  as  supplies  allow. 
Requests  can  also  be  mailed  to  Ride  and  Roll 
Safely,  Inc.,  273  Emerson  Road,  Lexington, 
MA.  021  73. 

All  orders  by  mail  should  include  separate  self- 
addressed  mailing  labels  for  posters  and 
cards/guide.  (Include  additional  labels  if  order 
is  very  large.)  If  you  have  additional  questions 
about  traffic  safety  or  childhood  injury 
prevention,  please  call  Diane  Butkus  at  the 
Injury  Prevention  and  Control  Program  at  the 
Massachusetts  Department  of  Public  Health  at 
(617)  624-5428. 
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Massachusetts  Department  of  Public  Health 

August  1997 

As  required  by  state  regulations  ( 102  CMR  7.07  and  105  CMR  220.00),  the  Department  of  Public  Health  has  established  the  following 
requirements  for  children  to  attend  day  care,  kindergarten,  school  and  college.  These  requirements  are  the  minimally  acceptable  number 
of  immunizations  for  attendance  at  day  care  centers  and  schools.  The  optimal  immunization  recommendations  of  the  Massachusetts 
Department  of  Public  Health  are  outlined  in  the  second  table. 


Minimum  Immunization  Requirements 

Day  care/Preschool' 

Kindergarten 

Grades  1—6 

Grades  7-12 

College 

Hepatitis  B: 

3  doses 

3  doses 

DTaP/DTP/ 
DT/Td3 

>4  doses  DTaP/ 
DTP 

5  doses  DTaP/ 
DTP 

>4  doses  DTaP/ 
DTP  or 

>3  doses  Td 

>4  doses  DTaP/DTP 
or  >3  doses  Td  plus 
1Td  booster  (grades  10-12) 

1  Td  booster  within 
last  10  years 

Polio4 

>3  doses 

4  doses 

>3  doses 

>3  doses 

Hib5 

3  or  4  doses 

MMR6 

1  dose 

2  doses  measles, 
1  mumps,  1  rubella 

2  doses  measles 
(grades  K-2), 
1  mumps,  1  rubella 

2  doses  measles, 
1  mumps,  1  rubella 

2  doses  measles, 
1  mumps,  1  rubella 

Varicella1-7 

1  dose  starting  8/98 

Recommended  Immunization  Schedule 

Birth 

1  mo 

2  mos 

4  mos 

6  mos 

12-15  mos 

15-18  mos 

4—6  yrs 

11-12  yrs8 

Hep.  B2 

1st  dose 

2nd  dose 

3rd  dose 

3  doses 

DTaP/DTP3 

1st  dose 

2nd  dose 

3rd  dose 

4th  dose 

5th  dose 

Td  booster 

Polio4 

1st  dose 

2nd  dose 

3rd  dose 

4th  dose 

Hib5 

1st  dose 

2nd  dose 

3rd  dose 

4th  dose 

MMR6 

1st  dose 

2nd  dose 

2nd  dose 

Varicella 

1  dose7 

1  dose 

Vaccine  Administration  Notes 

1  Day  care/Preschool:  Minimum  requirements  by  24  months;  younger  children  should  be  immunized  according  to  schedule  for  their  age.  The 
varicella  requirement  applies  only  to  children  attending  day  care  who  are  1 9  months  of  age  or  older  without  a  history  of  chickenpox,  who  were 
born  on  or  after  January  1,  1997.  Varicella  vaccine  is  also  strongly  recommended  for  susceptible  preschool  children. 

'Hepatitis  B:  Required  for  day  care,  preschool  and  kindergarten  attendance  for  children  born  on  or  after  1/1/92.  Infant  schedule  depends  on  the 
hepatitis  B  status  of  the  mother. 

'  DTaP/DTP/DT/Td:  Fourth  dose  of  DTaP/DTP  can  be  given  at  12-15  months  if  it  is  >6  months  since  the  third  dose.  Five  doses  of  DTaP/DTP 
are  required  for  school  entry  unless  the  fourth  dose  is  given  after  the  fourth  birthday.  Half  doses  are  not  acceptable.  DT  is  only  acceptable 
when  accompanied  by  a  letter  stating  there  is  a  medical  contraindication  to  DTaP/DTP.  First  Td  can  be  given  as  early  as  ages  1 1-12  years  (if 
at  least  5  years  have  passed  si  nee  the  last  dose  of  DTaP/DTP)  and  every  10  years  thereafter. 

1  Polio:  Four  doses  are  always  required  for  the  sequential  schedule  and  any  other  schedule  using  both  IPV  and  OPV.  Four  doses  are  usually 
required  for  all-lPV  and  all-OPV  schedules  However,  only  three  doses  are  needed  when  the  third  dose  is  given  after  the  fourth  birthday.  The 
following  schedules  are  all  acceptable:  Sequential — IPV  at  ages  2  and  4  months  and  OPV  at  ages  12-18  months  and  4-6  years;  All  IPV — at  ages 
2,  4,  12-18  months  and  4-6  years;  All  OPV — at  2.  4,  6-18  months  and  4-6  years.  ACIP  routineN  recommends  the  sequential  schedule. 

5  Hib:  Number  of  doses  required  depends  on  age  child  starts  immunization.  Follow  manufacturer's  instructions  for  doses  3  and  4 

'MMR:  First  dose  is  recommended  at  12  15  months.  A  second  dose  of  measles  vaccine,  given  at  least  I  month  after  the  first,  is  required  for  entry  to 
all  grades  K-2,  7-12,  and  college.  Only  one  measles  dose  is  required  for  entry  to  grades  3-6  MMR  combination  vaccine  is  recommended. 

'Varicella:  Effective  August  I,  1998.  one  dose  will  be  required  for  day  care  attendance  for  children  1 9  months  of  age  or  older  without  a  history  of 
chickenpox,  who  were  bom  on  or  after  January  I.  1997  Varicella  vaccine  is  also  strongly  recommended  for  susceptible  preschool  children 

"11-12  Years:  At  1 1  to  12  > ears  of  age.  assess  immunization  status  and  give  varicella  vaccine  to  those  susceptible,  vaccinate  tnose  not  previously 
vaccinated  wiih  MMR  2  and  hepatitis  II.  and  give  Id  if  it  is  at  least  5  \  ears  since  the  last  dose  of  DTaP/DTP/  Dl 

See  other  side  for  catch-up  schedules  for  children  who  start  late  or  missed  vaccines 
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who  start  late  or  are  >1  month  behind  schedule 


Vaccines  Administered 


First  visit 

Second  visit 

Third  visit 

Fourth  visit 

Preschool 

Age  at  start 
of  vaccination 

1  mo.  after 
first  visit 

1  mo.  after 
second  visit 

>6  months  after  third  visit 

4—6  years  old 

4-6  months 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP1 

Polio2 

Polio2 

Polio2 

Polio1  2 

Hib3 

Hib3 

Hib3 

Hib3  booster  at  age  >  12  mos. 

Hep  B4 

Hep  B4 

Hep  B4 

MMR  at  age  12-15  mos. 

MMR 

Varicella  at  aqe  12-18  mos. 

7-1 1  months 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP1 

Polio2 

Polio2 

Polio2 

Polio1  2 

Hib3 

Hib3 

Hib3  booster  at  age  >  12  mos. 

Hep  B" 

Hep  B4 

Hep  B4 

MMR  at  aqe  12-15  mos. 

MMR 

Varicella  at  age  12-18  mos. 

12-14  months 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP1 

Polio2 

Polio2 

Polio2 

Polio1  2 

Hib3 

Hib3 

Hep  B4 

Hep  B4 

Hep  B4 

MMR  at  aqe  12-15  mos. 

MMR 

Varicella  at  age  12-18  mos. 

15-59  months 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP1 

Polio2 

Polio2 

Polio2 

Polio1-2 

Hib3 

Hep  B4 

Hep  B4 

Hep  B4 

MMR 

MMR 

Varicella  at  age  12-18  mos. 

5-6  years 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP 

DTaP/DTP1 

Polio2 

Polio2 

Polio1  2 

Hib  vaccine  is  not  routinely  recommended  for  children  5  years  (60  months)  or  older 

Hep  B4 

Hep  B4 

Hep  B4 

MMR 

MMR 

Catch-Up  Schedule  for  Individuals  7  Years  Old  or  Older 
who  were  not  vaccinated  at  the  recommended  time 

Vaccine 

First  Visit 

4—8  wks  after 
first  visit 

6  months  after 
second  visit 

Every  10  years 

Td 

1st  dose 

2nd  dose 

3rd  dose 

Booster  doses 

Polio2  5 

1st  dose 

2nd  dose 

3rd  dose 

MMR 

1st  dose 

2nd  dose  (or  at  entry  into  7th  grade) 

Hepatitis  B 

1st  dose 

2nd  dose 

3rd  dose 

Varicella 

1  dose  at  age  1 1-12  years  (if  susceptible) 

Vaccine  Administration  Notes 

'  Fifth  dose  of  DTaP'DTP  and  fourth  dose  of  polio  are  not  needed  if  most  recent  doses  were  given  after  the  fourth  birthday.  However, 

a  fourth  polio  dose  is  always  needed  when  any  combination  of  IPV  and  OPV  is  used 
!  A  sequential  IPV/OPV  schedule,  an  all  OPV  schedule,  or  an  all  IPV  schedule  is  acceptable  For  those  given  IPV  only,  an  interval  of 

6  months  between  the  second  and  third  doses  is  recommended 
1 1  lib  schedule  vanes  by  manufacturer  and  age  child  starts  vaccination  Give  booster  at  least  2  months  alter  previous  dose. 
'Hepatitis  B  vaccine  is  recommended  for  children  born  on  or  after  January  I.  1992.  sixth  graders,  and  certain  high-risk  groups. 
'Polio  is  not  recommended  for  those  18  years  and  older  unless  there  is  a  potential  for  exposure  iniinsclied97.pni63  august 97 
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MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH 
BUREAU  OF  FAMILY  AND  COMMUNITY  HEALTH 
DIVISION  OF  PREVENTION 
SCHOOL  HEALTH  UNIT 
250  WASHINGTON  STREET,  4TH  FLOOR 
BOSTON,  MA  02108-4619 
FAX:  (617)  624-5922  OR  (617)  624-5075 


Anne  Sheetz,  Director  (617)  624-5070 

Margaret  Blum,  School  Health  Advisor,  (617)  624-5477  or  (508)  851-7261 

Janet  Burke,  Administrative  Secretary,  (617)  624-5471 

Tom  Comerford,  School  Health  Administrator,  (617)  624-5472 

Anne  DeMatteis,  School-Based  Health  Center  Program,  (617)  624-5473 

Diane  Gorak,  School  Health  Advisor,  (617)  624-5493 

Alice  Morrison,  School  Health  Advisor,  (617)  624-5476 

Caty  Sibble,  Program  Coordinator,  (617)  624-5474 


Argeo  Paul  Cellucci,  Governor 
William  D.  O'Leary,  Secretary 
Howard*K.  Kola,  Commissioner 
Deborah  Klein  Walker^  Assistant  Commissioner 
Linda  Jo  Doctor,  Division  Director 
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